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EDITORIAL. 


THE first number of *f The Journal of Obstetrics and Gynecology 


of the British Empire’? was published in January 1902, since 
which time it may fairly claim to have gathered within its covers 
all the best work that has been done by the obstetricians and 
vynecologists of the British Empire, as well as a summary of 
contemporary thought and achievement in obstetrics and gynze- 
cology throughout the world, 

As is probably known to most of our readers, ‘‘ The Journal of 
Obstetrics and Gynecology of the British Impire ’? was founded 
as a limited company by a number of leading obstetricians and 
gynecologists, not with the object of pecuniary profit but with the 
patriotic intention of having a journal which should be a credit 
to obstetrics and gynaecology and a complete and impartial record 
of British work. The company has been managed by a board of 
directors, who have, from the first, refused any fee, and in fact 
the Journal has never paid its way, being financed by a certain 
number of doctors from motives of public spirit. 

A glance at the list of shareholders printed in the first issue of 
the Journal and in this will disclose the fact that there are a large 
number of medical men who have started practising in obstetrics 
and gynecology since 1902, many of whom are on the staffs of 
hospitals, who are not supporting the Journal as did those who 
came before them. On examining the list of subscribers we find 
the same tale. Out of 66 medical men holding the appointment of 
obstetrician or gynecologist on the staff of a London hospital only 
38 are subscribers and 18 shareholders; in the Provinces, out of 95 
only 43 are subscribers and 15 shareholders; whilst in Wales 3 out 


of 5 subscribe and there are no shareholders; in Scotland 20 out 
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of 45 subscribe and there are only 5 shareholders; and in Ireland 
8 out of 35 subscribe and there are only 6 shareholders. 

We have heard it said, more than once, that there is no 
need to subscribe to the Journal because it can always 
be seen in one or other of the medical libraries. It is most 
unsportsmanslike to let some work and give their money and 
services free so that the remainder may obtain all the assistance 
they require for nothing; and the Journal is of the greatest 
assistance even to the most eminent obstetrician and gynaecologist, 
since without its aid such a person cannot possibly keep abreast 
of all the best work that is being done in these specialities. 

That ‘The Journal of Obstetrics and Gynecology of the 


”’ 


British Empire’? holds a position second to none is evidenced 
by the number of letters received from various parts of the world, 
testifying to the admiration for it of the writers and the great 
assistance it has been to them, 

We feel so deeply that British obstetricians and gynecologists, 
especially those who are now rising to eminence, have only to 
realize that the Journal is a patriotic undertaking, which has won its 
position by the public spirit, enterprise and generosity of their 
predecessors (many of whom are no longer with us), to become 
shareholders and subscribers. If they do this they will be 
helping to shoulder a burden which they ought to be only too glad 
to bear in their turn for the credit of their department and of their 


country. 








331 


The Anatomical Condition of the Wall of the Uterus of the 
Lesser Mammals at Term.* 


By Dr. H. Kerrrer, 


University of Brussels. 


ANATOMICAL and _ histological enquiries into the condition of the 
uterus have rarely been conducted during pregnancy. It is, 
however, at the end of this period that it is possible to observe and 
describe most perfectly each of the elements entering into the 
structure of the uterus; to see them clearly at their greatest 
anatomical perfection and at the physiological moment of their 
greatest functional activity. 

It can be maintained that it is at this time that one should begin 
the study of the gestatory organ with the idea of understanding it, 
rather than at other stages such as those of menstruation and the 
rest stage. 

There exists actually during the non-active periods such a 
pressure of the contractile elements, and such a marked condensa- 
tion of the circulatory, nervous, and lymphatic tissue systems, that 
it becomes impossible either to form any idea of their organisation 
and their relations, or to forecast their methods of functioning. 

Gradually, :and in proportion to the development of the embryos 
and the placenta in the uterus of a small mammal (rabbit, guinea- 
pig, mouse, cat) the tubular walls of the uterus begin to increase in 
size, while diminishing so noticeably in thickness as to become 
semi-transparent. The muscular elements, both connective and 
other kinds, noticeably maintain their relative dispositions, but 
their dissociation, their gradual spreading out (in order to obtain 
the maximum tensional force), their increase in number and size 
attain, on the eve of parturition, a kind of zenith of nutrition, the 
histological study of which is of far-reaching value. 

Having obtained fixation, we can remove fragments of the 
uterine wall either from a part which is fully dilated or from a 
region situated between two pregnancy swellings, where the wall 
would be more condensed and puckered or from intermediate 
portions. The object in view is to judge of the various conditions 
of aspect of the tissues at a time when they are just entering on 


*From the Jubilee Volume, published on the occasion of the Centenary of the 
Royal Society of Medical and Natural Sciences of Brussels, 
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activity, and to compare them with the same regions fixed during 
an artificial contraction. 

These removed fragments may be treated by histological 
methods according to the particular type of enquiry which is under 
consideration. That with which we are concerned at this moment 
appertains to the physiology of contraction, wherefore we act as 
follows : 

We cut carefully (with the microtome) thin sections which may 
be parallel to the spread surface and quite flat, or else perpendicular 
and transverse to the direction of the uterine horns. We carefully 
avoid, the while, any artificial folds in order to facilitate the observa- 
fion, at any given moment, of the orientation. of the muscular, 
vascular and nervous elements. 

The method which has given us the best general result from a 
complete series of points of view is that of Ramon y Cayal. It 
provides the nearest approach to a perfect indication of the relative 
values of the cellular fibres and for this reason: it appreciably 
stains the nuclei and, what is particularly valuable, facilitates the 
observation of the particular conditions of the muscular cytoplasm 
in connexion with all the movements of contractile activity as well 
as a remarkable accuracy of detail of the connective tissues, — I 
would add that no known method yields such admirable results in 
the observation of the various vessels and nervous elements, 

We have been able, thanks to this method, to observe, towards 
the end of the gestatory period, two separate sequences of events, 
i.e., (1) the relative disposition of planes and muscular bundles in 
the cat and guinea-pig at term, and details of vascular aborization 
and innervation in their strata; (2) certain facts relating to the 
contraction of the smooth muscular bundles in a contraction 
obtained experimentally in the guinea-pig at the end of pregnancy. 

To-day we shall only enlarge upon the first set of facts, and we 
sum up as follows: the longitudinal muscular bundles of the 
external strata have the appearance of flattened sheets of varying 
widths. These are divided into secondary and tertiary heads 
which are directed obliquely and anastomose with other heads of 
the same kind lying parallel with the first-enamed. It is this 
disposition which accounts for the longitudinal puckering of the 
external layer, the oblique bundles interlacing with the parallel 
bundles. One may compare this structural plan with a sheet of 
metal, widely-spread, and made up of long meshes. The contrac- 
tion of the oblique bundles bring together the principal longitu- 
dinal bundles making the meshes between them disappear, and 
causing an effect of longitudinal pleating of the whole of the 
external laver. (Fig. 1.) 














Fig. 1. Intramuscular ganglion, efferent nerve and muscular 
sheets innervation (guinea-pig). 





Fig. 2. Capillary vessels and small nerve between muscular 
bundles (guinea-pig). 
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It is impossible to determine accurately how far extends the 
continuity of the same sheets throughout the whole length of the 
uterus. Their branches of divisions spread obliquely to left and 
to right at widish angles, while maintaining their main general 
direction, that of the uterine horns. 

At intervals the muscular bundles deviate from this route and 
incline for a certain length towards the circular inner layer, of 
which they form an integral part as soon as free passage between 
the principal layers has been obtained. These oblique bundles 
secure the continuity and the dependence of the longitudinal and 
circular layers. Upon the work of the oblique fibres by the 
peristaltic and = antiperistaltic contractions accomplished either 
separately or in combination with these layers, depends their 
return by sliding and cleavage to a state of rest. 

This dissociation of the bundles coupled with the fact of their 
relative angular obliquity brings about varied moments of contrac- 
tile activity. We will also see them with very different histological 
aspects which we will analyze in the section in which they will be 
considered after they have been subjected to the effects of artificially 
excited contraction. All the muscular sheets present their cellular 
fibres with an apparent lack of order in the placing of the nuclei; 
usually they are parallel to each longitudinal bundle. In the case 
of the oblique bundles one may often observe a fan-shaped lay-out 
of these cellular elements. As the result of a certain amount of 
stretching this begins to contract and eventually loses itself in the 
stroma of a contiguous bundle, This same structure may be 
identically observed in the muscular system of a woman’s uterus, 
The study of the inner muscular stratum, 7.e., the circular laver, 
displays to us a much more closely fasciculated stroma, a far denser 
network of cellular fibres, which appear, at given points, to be 
interlaced. This apparent interlacement is caused by the criss- 
crossing of the component parts. This texture gives an impression 
of far greater dynamic force. Moreover, upon this internal layer 
devolves the duty of increasing the motive power by means of 
closer and more close contractions. The sphincter-like disposition 
of the bundles is uniform from end to end of the uterine horns. 

Cajal’s method, applied to the uterine wall of the guinea-pig 
and cat at term, renders conspicuous, between all the muscular 
bundles, and also betweeen the groups of cellular fibres, and even 
between cells which are, by reason of the pregnancy’s dissociation, 
almost isolated, a connective tissue which is extremely frail and 
which is made up of very thin fibrils and very minute nuclei. The 
lowest of these fibrils look rather like a chain of beads when sub- 
mitted to the silver staining. In this connective tissue circulate a 
very large number of capillary vessels, reduced to their bare 








334 Journal of Obstetrics and Gynecology 


endothelium, as well as a number of gaps and lymphatic spaces. 
The blood-capillaries penetrate the muscular web of the layers, 
and force themselves a passage in it, either longitudinally between 
the cellular fibres or obliquely, or even transversely, as occasioned 
by the changes of direction of the existing component parts. 
(Fig. 2.) 

This ensemble constitutes a capillary network of great richness 
which can be traced from the terminal arterioles right up to the 
formation of the first venules, either outside the muscular layers or 
even right in their midst. 

All the vessels have an undulating aspect which accomodates 
them to the contraction of the organs. 

If we consider the tenuity of the emptied uterine horns, the 
hugely increased (five times over normal) dilatation during the 
course of pregnancy; if we bear in mind the displacements, the 
swerving movements of the heads of muscles either as an entirety 
or in their inter-relationship, one readily explains to oneself the 
necessity for their course being a spiral or undulating one. 

Cajal’s silver method is particularly suited for rendering the 
nervous system highly conspicuous. The nerves can be traced 
with ease and accuracy right away from the ganglia which abound 
in the whole length of the attachment of the mesometrium to the 
uterus, through the two muscular strata to the mucous layer. They 
leave to each contractile layer an important nerve, which divides 
the bundle of its axis cylinder into a certain number of more slender 
nerves of which one is able to count the elements up to the reduction 
of a single axis-cylinder. (Fig. 3.) 

A certain number of very thin sections have demonstrated the 
presence of an axis-cylinder which accompanies in a_ parallel 
fashion each muscular febril cell. At no point of the muscular 
sheet has the method of termination been observed; not in any 
group of cells, not in the wall, not in the body of the muscular 
cytoplasm and still less in the nucleus itself, where Frankenhauser 
thought he had found the terminal point of the axon. 

The principal ganglia are situated in the mesometrium where 
they are united and from whence start the nerves destined for the 
uterine horns. The direction of these nerves is, as is easily com- 
prehended, transverse to that of the uterine horns, but the divided 
branches follow the direction of the muscular sheets at each period 
of their activity. 

All the recognized forms of multipolar cells are presented by 
the study of histology of the ganglia. These are extremely 
abundant. They are surrounded by a large quantity of nerve 
tissue in which circulate in bundles the dissociated branches of the 
afferent or efferent nerves to the ganglia, and a whole network of 











Fig. 3. Ganglia situated in the mesometrium (cat). 
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capillary vessels easily observed by means of a gelatine carmine 
injection. (Fig. 4.) 

it is not only in the heart of the uterine wall that we find small 
ganglia with all their distinctive characters, but we can notice also 
at other points, noticeably in the angular spaces limited by several 
bundles of muscle masses of neurons right in the connective tissue. 
As for the principal nerves which plough every part of the uterus, 
they unfold here and there, in their thickness, one or more ganglion 
cells. 

In spite of the extreme distension to which the uterine wall 
submits towards the end of gestation, all the nervous bundles, even 
the ganglia, all the axis-cylinders, observed from any point of view, 
present a general very undulated course and each axon has an 
individual and delicate undulation of its own. 

The sum total of these dispositions bears witness anew with 
regard both to the nervous and the muscular system, and also the 
vascular and connective mechanisms, as to the extraordinary 
hyperplasia induced in the uterine tissves by means of the special 
nutrition of the pregnancy; as to their plasticity, their apparently 
limitless extensibility, acquired in view of the motive exigencies of 
the gestatory system; peristaltic and anti-peristaltic undulations, 
maximum dilatation provoked by the growth of five, six or even 
eight foetuses and their appendages, retraction, contraction, torsion 
of the uterine horns, at the moment of the travail of parturition. 








A Case of Suppression of Urine with Symmetrical Necrosis 
of the Renal Cortex in a Parturient Woman. 


By JoHN NORMAN CrUuICKSHANK, M.C., M.B., Ch.B., F.R.F.P.S. 

(Glas.), Pathologist, Royal Maternity and Women’s Hospital, 
Glasgow; Senior Assistant to the Muirhead Professor of 
Medicine, University of Glasgow. 


(Working on behalf of the Medical Research Council.) 


SUPPRESSION Of urine from cortical necrosis of the kidneys appears 
to have been recognized in 1886 by Juhel-Renoy, but it was first 
described in this country in 1898 by Rose Bradford and Lawrence. 
Since that time a limited number of cases showing similar renal 
lesions have been described. The condition is undoubtedly a rare 
one, and the occasions upon which histological examination of the 
organs has been possible are sufficiently few to warrant the publica- 
tion of the case herein described. 


Clinical History. 

The patient, Mrs. K., was admitted to the Roval Maternity and 
Women’s Hospital, Glasgow, under the care of Dr, A. N. McLellan, 
on 28th September, 1922. She was 33 years of age, and this was 
her tenth pregnancy. 

Obstetrical History. 

Ist pregnancy—premature (7 months), live-born child. 

2nd to 7th inclusive full-time living children. 

8th pregnancy miscarriage, 

oth pregnancy—premature (7th month), 

Previous health. 

There was a history of kidney trouble which was first noted 

during her first pregnancy, 13 years previously, and which had 


recurred at intervals thereafter. 


Present Pregnancy. 


During the roth pregnancy the patient appears to have been 
in fair health until the fifth month. A few davs before admission 
she began to have headache and abdominal pain. Vomiting also 
was present, and later bleeding began. When admitted to the 
wards on 29th September vomiting was fairly severe, and there was 
uterine haemorrhage. There was no deformity noted, but the 
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patient was very pale and anemic looking. There was no oedema, 
but the urine was scanty, and the patient was vomiting and 
complained of headache and epigastric pain. The pulse showed 
high tension omy is no record of the actual blood-pressure before 
delivery) and the area of cardiac dulness was slightly increased to 
the left. Nothitig dane was noted in the respiratory system. 
The abdomen was enlarged to about the size of a five months 
pregnancy, the os was not taken up, and the membranes were intact. 
The foetus was presenting by the breech, and no foetal heart sounds 
or movements could be made out. 

Shortly after admission the patient was anzesthetized, and a foot 
brought down. The haemorrhage then ceased. The foetus was 
later delivered, and pituitrin (1 cc.) and ergotine (grs. iii) were 
given. After delivery of the foetus the uterus was noted to be 
filled with blood-clot, 

30/9/22. There was suppression of urine on the previous day 
and throughout this day. The patient’s general condition was 
worse, and vomiting was more severe and constant. The systolic 
blood-pressure was 145 mm. Hg. Towards the evening the patient 
collapsed, and stimulants and saline were given. 

1/10/22. In the morning about one ounce of urine was passed. 
The pulse was stronger, and the patient appeared to have improved 
slightly. Sodium citrate (2drams to the pint) was given intra- 
venously. Some time afterwards there was a rigor. Potassium 
citrate was given hourly by the mouth (60 grains), and by the 
evening the general condition had improved somewhat. 

2/10/22. The patient felt fairly comfortable, but the pulse was 
weak and only a small amount of urine was obtained with the 
catheter. On examination this was found to contain a quantity of 
albumin, and there were pus cells and erythrocytes in the deposit. 
No casts were seen, however. 

3/10/22. Complete suppression of urine was present. There 
was complaint of pain in the back and left side. No pulmonary 
signs were detected to account for this. 

4/10/22. Suppression of urine persisted. The general condi- 
tion was worse and there was sickness, particularly after the 
administration of potassium citrate. There was no headache, 
however, and oedema was completely absent. The mental condition 
was not so clear as previously. 

5/10/22. The patient complained of pain and general dis- 
comfort, and the pulse was very weak. Wet cupping and poultices 
were applied to the lumbar region. 

6/10/22. Suppression of urine still continued. The general 
discomfort and weakness were more marked. 

7/10/22. During the day the patient’s breathing became 
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laboured, weakness increased, and death occurred at 11 p.m. There 
had been complete suppression of urine for five days, and almost 
complete suppression for at least four days before that. 


POST-MORTEM [EXAMINATION (gth October, 1922. 

Ixternal appearances. The body was that of a well-developed 
and well-nourished woman. There was a moderate degree oi pallor of 
the skin and mucous membrane, but no:post-mortem lividity and 
no oedema were noted. 

The Head. Permission to examine the head was not obtained. 

The Thorax. ‘the heart was soft and slightly dilated. The 
mitral and tricuspid valves admitted three and four fingers respec- 
tively. There was no evidence of endocardial disease, and the 
coronary vessels appeared healthy, 

The lungs were oedematous and showed a moderate degree of 
hypostatic congestion, There was some bronchitis in the larger 
tubes, but nothing to suggest consolidation in the lung’ tissue. 
There was no evidence of any previous pulmonary disease. | 

The Abdomen. The stomach and intestines occupied the 
normal] position and appeared healthy. The liver, which weighed 
3 lbs. 11 0zs., was pale in colour, and on section showed slight 
passive congestion, There was no macroscopic evidence of any 
local necrosis. ‘The pancreas appeared normal, and the spleen was 
firm and showed no enlargement. 

The Kidneys. Both kidneys showed a dark colour on the 
surface, which was more marked in the left kidney than in the right. 
On section, there was seen to be considerable disturbance of the 
normal conformation of the renal tissue. Numerous areas of 
necrotic tissue were visible scattered throughout the cortex and 
between the pyramids of both kidneys, distorting the outline of the 
medullary tissue. These areas varied greatly in size—from small 
ones just visible to the naked eye to large ones fully half-an-inch 
in diameter. Plugs of cheese-like yellow material filled several of 
the calyces of the left kidney, and a large one extended into and 
almost occluded the first inch of the left ureter. The degree of 
damage was apparently almost equal in both kidneys, but its 
distribution in each was irregular, though the pyramids did not 
appear to the naked-eye to have been encroached upon by the 
necrotic areas in the cortex. The cut surface of the kidney tended 
to bulge, and the capsule stripped readily for the most part. In 
places, however, it was slightly adherent, and after its removal the 
underlying renal tissue showed considerable mottling. The left 
kidney weighed 5? ozs., and the right 53 ozs. 

The suprarenals showed nothing worthy of note beyond post- 
mortem change. 
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Fig. 1. Section of kidney stained Heemalum and 
Kosin. 








Fig. 2. Section of kidney stained Heemalum and Fig. 3. Section of kidney stained Heemalum and Gratt 
van Geison. Weigert (showing fibrin in thrombi). 
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The bladder contained 14 ozs, of turbid fluid in which were found 
large numbers of epithelial cells and leucocytes. The fluid was 
loaded with albumen, gave a positive reaction with guaiac, but did 
not reduce Fehling’s solution. No casts were found on microscopic 
examination, 

The uterus showed evidence of recent delivery, and there was a 
purulent metritis involving all but its fundal portion. The endo- 
metrium was septic and broken down, and swabs from it contained 
a great variety of organisms (streptococci, diphtheroid bacilli, 
coliform bacilli, and = spore-bearing organisms. The ovaries 
appeared healthy. 


HISTOLOGICAL EXAMINATION. 

Portions of the kidneys, liver, spleen, pancreas and uterus were 
fixed in formalin and imbedded in paraffin. Sections were stained 
with hamalum and eosin, hamalum and van Geison, and carmalum 
and the Gram-Weigert fibrin stain. 

The kidneys. Both kidneys showed very extensive areas of 
necrosis scattered throughout in an irregular manner. While they 
reached in places to the extreme outer part of the cortex, there was 
in most places a zone of living and more or less healthy tissue 
immediately under the renal capsule. The necrotic process affected 
all the elements of the renal parenchyma, though on the whole 
the tubules had suffered more than the glomeruli. There were 
some glomeruli, for example, which were surrounded by necrotic 
tubules, but which themselves were fairly healthy in appearance. 
Throughout the affected parts of the renal tissue there was wide- 
spread thrombosis. Fibrin was seen to have been formed in fibrils, 
not only in the small arterioles, but also in the glomerular and inter- 
tubular capillaries, 

Many of the glomeruli in the necrotic areas were filled with 
altered blood and their structural details were almost completely 
obliterated. Others contained large masses of fibrin, while in 
others again there was little or no evidence of thrombosis, and even 
the epithelium of the tuft seemed comparatively healthy. 

The appearances in the tubules of the affected areas also showed 
variations in the degree and type of abnormality. In all there 
was more or less complete loss of structure—the nuclei and cyto- 
plasm of the epithelial cells being poorly differentiated and in places 
indistinguishable. Some of the tubules were filled with masses of 
densely-staining structureless material like hyaline, some contained 
granular hemorrhagic débris, while in others strands of fibrin were 
present, either loosely packed or completely filling the lumen. 

At the edges of the areas of necrosis a considerable amount of 
infiltration with polymorphs, mononuclears and plasma cells was 
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noted. In the parts of the kidney not involved by the necrosis 
there was little to suggest a chronic nephritis, but the fibrous tissue 
fibrils stood out rather more prominently than in the perfectly 
healthy state. In a number of the glomeruli too there was present 
a degree of interstitial fibrosis, and the glomerular tuft was 
adherent in places to the outer layer of the capsule. The whole 
appearance suggests a subacute nephritis. In the neighbourhood 
of the necrotic areas quite definite vascular fibrosis was seen in 
many parts of the sections, so that there appears to have been very 
patchy arterio-sclerotic change in the kidney, many parts of which 
had remained healthy until the onset of the last pregnancy. 

The liver. In the main the parenchyma of the liver appeared 
healthy, but towards the periphery of many of the lobules areas 
were seen in which the liver cells were degenerate. The nucleus 
of these cells was fairly well stained, but the cytoplasm was granular 
and vacuolated. In the neighbourhood of these areas there were 
seen masses of erythrocytes and coarse granules of yellow refractile 
pigment. Similar but larger masses of agglutinated blood- 
corpuscles and pigment granules were noted in the region of the 
interlobular vessels. Many of the intralobular sinuses were 
markedly congested. 

The spleen and pancreas showed nothing worthy of note beyond 
slight oedema and a degree of autolytic change. 

The uterus. The outer portion of the uterine wall showed 
nothing noteworthy beyond the usual changes associated with late 
pregnancy, but the inner half was infiltrated with polymorphs, 
the infiltration increasing in amount towards the internal surface. 
The tissue here was becoming disintegrated, masses of polymorphs 
and plasma cells obliterated its structure, and the capillaries and 
arterioles contained a network of fibrin. Gram positive cocci were 
noted in considerable numbers. 


DISCUSSION. 

The primary cause of symmetrical necrosis of the renal cortex 
remains obscure, but there are some points which may be noted in 
its etiology. That the lesions are usually the result of some form 
of toxemia of pregnancy seems fairly certain. All the cases 
hitherto described in women have been associated with pregnancy 
or the puerperium so it would appear that the condition is 
closely related to child-bearing. In addition, in the great majority 
of instances the patient has shown the clinical signs—and in some 
cases the visceral lesions—of eclampsia or of pre-eclamptic toxzemia. 
The inconstancy of the occurrence of true eclamptic fits indicates 
that convulsions are not an essential part of the svndrome resulting 
from the renal lesions, and still less can they be considered as a 
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factor in the etiology of the necrosis. The recent publication by 
Bamforth of a description of a case occurring in an adult male is of 
interest, and shows that cortical necrosis may result from the action 
of toxic substances other than those associated with the toxzemias 
of pregnancy, 

The infrequency with which symmetrical cortical necrosis occurs 
suggests that there must be some factor, or combination of factors, 
other than the presence of the usual toxic substances which 
presumably are at work in eclampsia. Nevertheless, the frequent 
association of focal necrosis in other organs, and the occurrence of 
the clinical symptoms of eclampsia in most of the cases described 
suggest the desirability of continuing to regard cortical necrosis of 
the kidneys as a manifestation of pregnancy toxzemia. In six cases 
examined by Jardine and Kennedy (Lancet, 1913, ii, 116) focal 
necrosis was present in other organs than the kidneys in five 
instances (in the sixth case the kidneys alone were submitted for 
examination). 

Thrombosis of the smaller arterioles and capillaries of the renal 
cortex has been noted in every case. What the factors may be 
which lead to this thrombosis is a point on which there is some 
division of opinion. Parkes Weber (Lancel, 1go9, i, 601) held that 
in lesions of the type here found the primary change was a necrosis 
of the parenchymatous tissue, while vascular thrombosis followed 
as a secondary event. A similar interpretation of the histological 
findings was made by Jardine and Kennedy in 1913 (loc. cit.), but 
in a subsequent communication in 1920 (Lancet, 1920, ii, 161) they 
appear to have abandoned this view. 

There is little to be said in favour of this hypothesis, indeed the 
facts point to the probability of just the opposite sequence of events 
taking place. One may assume, then, as do most writers on the 
subject, that the necrosis is secondary to the thrombosis. 

There is fairly conclusive evidence that the thrombosis begins 
in the capillary branches of the distal ends of the interlobular 
arteries. This point was emphasized by Glynn and Briggs (Journ. 
of Path. and Bact., 1915, xix, 321). They described a case in which 
the lesions were not so extensive as in some of the other cases 
recorded, so that it was possible to form some estimate of the site 
of origin and the mode of spread of the thrombotic process. In 
one of the cases in the series described by Jardine and Kennedy 
(1920, loc. cit.) the lesions also were not very extensive, and a 
similar mode of origin and spread of the thrombosis could be traced. 
In Jardine and Kennedy’s early case capillaries only were 
thrombosed, and the amount of necrosis was slight and had an 
irregular distribution. The lesions were symmetrical in the sense 
that both kidneys were similarly affected. 
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Kven in the cases where the lesions were more extensive—for 
example, in those described by Jardine and Teacher (Journ of Path. 
and Bact., 1911, xv, 137)—the thrombosis was found to affect only 
the smaller cortical arteries, while the larger renal vessels remained 
unaffected. The areas of necrosis are found to correspond more 
or less to the areas supplied by the thrombosed vessels. 

Most writers agree that injury to the vascular endothelium by 
toxins is an important factor in the production of thrombosis in 
cases of cortical necrosis, and some even regard it as the chief factor 
concerned. It is difficult to see, however, how the lesions can be 
explained on these grounds alone. In the first place, the rarity of 
cortical necrosis must be remembered. If toxic damage to the 
intimal cells were alone responsible for the development of the 
thrombosis one would expect to find it in a larger proportion of 
eclamptic cases. Again the irregular distribution of the lesions 
scarcely supports such a view. It is not denied that endothelial 
changes occur, but the presence of some additional factor is 
suggested. Glynn and Briggs (loc. cit.) pointed out that in the 
case which they described the distal ends of the thrombi were 
composed largely of blood-platelets, while their proximal portions 
were composed mainly of fibrin with many erythrocytes and leuco- 
cytes, but few platelets. They considered that the primary cause 
of the thrombus formation was the deposition of platelets, and that 
this preceded the laying down of fibrin. The deposition of platelets 
they attributed to changes in the vascular endothelium produced 
probably by the action of an endotheliolytic toxin allied to the 
group of toxins which may produce eclampsia. The finding of a 
large number of blood platelets in the distal portion of the thrombi | 
in the case described by Glynn and Briggs is referred to by Jardine 
and Kennedy (1920, loc. cit.), but apparently this feature was not 
present in the cases which they examined. 

The occurrence of a greater or less degree of arterio-sclerotic or 
endarteritic change in a considerable proportion of the kidnevs 
examined is a fact which must be taken into account in considering 
the cause of the thrombosis. Is this association accidental, or is it 
actually of significance in the etiology of the condition? Jardine 
and Teacher (1911, loc. cit.) hold the latter view. While admitting 
that damage to the renal epithelium is probably present, they insist 
that in the cases which they described the ultimate cause of the 
thrombosis was spasmodic contraction of the renal vessels. They 
suggest that the condition is analogous to the gangrene of 
Raynaud’s disease. In this connexion they quote a case described 
by Allan and Wilson, in which gangrene of the fingers and nose 
was associated with thrombosis in the digital arteries, and wide- 
spread softening of the brain was associated with thrombosis of the 
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minute arterioles. In this case arterial spasm was judged to be the 
cause of the thrombosis. 

In one of the cases of cortical necrosis described by Jardine and 
Teacher (1911, loc, cit.) there were manifestations of Raynaud’s 
disease, and this suggested the possibility of vascular spasm being 
concerned in the production of the thrombosis in cortical necrosis. 
Jardine and Kennedy (1913, loc. cit.), however, object that in no 
other case have such symptoms been noted, and they suggest that 
their occurrence in the instance referred to was accidental. 

Apart from actual Raynaud’s disease, the tendency to vascular 
spasm in arterio-sclerosis is well recognized, and would account 
for the occlusion of renal vessels in many of the cases recorded. 
In six of the series of thirteen cases collected by Glynn.and Briggs 
there was definite arterio-sclerotic change in the kidneys, and these 
writers consider that it probably predisposed to thrombosis by 
causing a slowing and irregularity of the circulation or by injuring 
the endothelium. 

The view that the thrombi are due to embolism is not likely to 
meet with much support, though it was at one time advanced by 
Schmorl (*f Puerperal Eclampsia,’’ Leipzig, 1893). 

It would seem, then, that the necrosis of the cortical parenchyma 

is a result of thrombosis of the finer arteries and arterioles, and that 
the thrombotic process commences in the distal parts of the vessels 
and spreads in a proximal direction for varying distances. The 
cause of the thrombosis appears to be a complex one, but one 
important factor in its etiology seems to the present writer to be 
rascular spasm induced presumably by the action of a_ toxic 
substance or substances which circulate in the blood of eclamptic 
women. Arterio-sclerosis and endarteritis are commonly, though 
not constantly, predisposing causes. 

How the toxic substances produce vascular spasm is a matter 
of conjecture. Is it by direct action on the musculature, or is it by 
influencing the nervous control of the vessel? It is reasonable to 
suppose that another factor—the hemagglutinating action of the 
eclamptic toxins which has been demonstrated by Leith Murray 
and others—may also be responsible for the production of the 
lesions described. The combination of local vascular spasm and 
the action of a hemagglutinin seems to offer ideal conditions for 
the formation of such areas of thrombosis. 

The action of the eclamptic toxins is so complex and is so 
imperfectly understood that it is impossible to do more than suggest 
an answer to these questions in the meantime. It can scarcely be 
doubted, however, that symmetrical necrosis of the renal cortex is 
one of the manifestations of eclampsia. 
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In conclusion, | wish to express my thanks to Dr. A. N. 
McLellan for permission to make use of the clinical records of the 
case. 


REFERENCES. 


Bradford, J., Rose and T. W. P. Lawrence. Journ, Pathol. and Bacteriol., 1898, v, 
195. 

Lloyd, H. Cairns. Lancet, 1906, i, 156. 

Griffith, W. 8. A. and W. P. Herringham, Journ. Pathol. and Bacteriol., 1906, xi 
237. 

Klotz, O. Amer. Journ. Obstet., 1908, xv. 137. 

Jardine, R., and J. H. Teacher. Journ, Pathol, and Bacteriol., 1910-11, xv, 137. 

Torrens, J. A. Lancet, 1911, i, 99. 

Jardine, R., atd A. M. Kennedy. Lancet, 1913, i, 1291. 

Glynn, EK. E., and H. Briggs. Journ. Pathol. and Bacteriol., 1914-15, xix, 321 

Juhel-Renoy. Arch, Generales de Med., 1886, clvii. 

Weber, F. Parkes. Lancet, 1909, i, 601. 

Bamforth, J. Journ. Pathol. and Bacteriol,, 1923, xxvi, 40 

Jardine, R., and A. M. Kennedy. Lancet, 1920, ii, 116. 

Rolleston, H. D. Lancet, 1913. 

Allan, G. A., and G. H. Wilson. Glasg. Med. Journ., 1910, xxiv, 25. 

Schmorl. “ Puerperal Eclampsia,” Leipzig, 1893. 

Murray. H. Leith. Journ, Obstet. and Gynecol. Brit. Hmp., V9, xviii, 225. 




















Studies in Foetal Development. 
WEIGHT OF ORGANS. 


By 
M. F. Lucas Keene, M.B., B.S. (Lond.), 


University Reader in Anatomy at the London (Royal Free 
Hospital) School of Medicine for Women; 


and 
EVELYN E. Hewer, D.Sc. (Lond.), 


Lecturer in Histology at the same School. 


In the course of a full investigation of certain foetal organs we have 
collected details concerning the weights of these organs, and, in 
view of the scarcity of suc h data, it seemed worth while to publish 
these, although the inve stigation is not yet completed. The number 
of cases is admitte dly small, but the rate of development of different 
organs and the relation of this to complete development of the foetus 
can be determined only when a sufficient number of reliable 
observations by various workers is available. 

For this report the following organs are dealt with: thyroid, 
thymus, liver, spleen, pancreas, suprarenals, and kidneys; the 
pituitary is not included because of the difficulty of being certain 
that no extraneous tissue has been taken, and the gonads have not 
always been weighed; the organs are ,temoved carefully, and 
weighed with as little loss of blood as possible. In the tables 
appended two series are given: one of the actual weights of the 
organs, and the others of their weight ratios, i.e., the total body 
weight divided by the weight of the organ in question. (In every 
case the small ringed number refers to the number of cases from 
which the average was calculated.) 

The fresh foetuses (macerated material is not included in these 
lists) were divided into three main groups 

(1) 81 full-time foetuses ; 
(2) 50 foetuses of viable age (over 28 weeks and excluding full 
time) ; 
(3) 19 foetuses of less than 28 weeks, 
Each group was then sub-divided into 
(a) ‘‘ Normal,’’ i.e., cases in which the child would presumably 
have lived but for accidents of birth, and in which there 
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was no abnormal factor elicited in the parents’ history, 
nor in the condition of the foetus. 

(b) ‘* Not normal,’’ i.e., cases in which some definite abnor- 
mality (other than syphilis) was found, either in the foetus 
or in the parents’ history : this group includes toxaemias 
of pregnancy, rickets, diabetes, etc. 

(c) ** Syphilitic,”’ t.e., cases in which syphilis was definitely 
shown in either the mother or the foetus : no special study 
is being made from this point of view, and it is possible 
that some cases appearing in groups (b) or (d) should have 
been included in this group. 

(d) ‘* Lived,”’ i.e., cases in which the child lived for more than 
a few hours after birth, but died within a few days. 


In order to obtain a figure representing the average weight ratio 
of any organ in the normal] foetus it is important to exclude cases 
presenting any abnormal factor : when sufficient data are available it 
may then become possible to find in what way these various factors 
may influence the weight ratio, and this in turn will throw some 
light on the inter-dependence of organs and the influence exerted 
by maternal conditions on the various organs of the developing 
foetus. 

It is also important to group foetuses according to their maturity, 
rather than according to their weight or stem-length only, the age 
of development being determined by full and careful examination 
of the foetus itself and by the history of the pregnancy. 


: THYROID. 


Below 28 28--32 33-36 37-39 Full- 
weeks. weeks. weeks. weeks. time. 
Average weights in grams, 
Normal ene x eo): 1.96 1.75 1.14 2.42 
Not normal ae <n 1OMTA 0.67 1.44 1.65 2.21 
Syphilitic “a ea: EOS 0.6 1.15 2 2.14 
Lived more than few hours 0.74 1.33 1.75 1.85 
Average weight ratios. 
Normal i we .. 1559 1106 1667 1587 
Not normal : sss 1079 2610 2304 1270 1755 
Syphilitic ... eae ene 2430 1531 993 IQT5 
Lived more than few hours 2027 1659 1470 1488 


The frequency distribution for full-time foetuses is shown in 
accompanying graph 1: from this it is seen that the actual weight 
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most frequently falls between 1.6 and 2 grams for normal foetuses, 
and between 1.1 and 2.5 (with a maximum between 2.1 and 2.5) 
when all full-time foetuses are considered together. The weight 
ratio, in both groups, most frequently falls between 1501 and 2000. 

Reference to graph 3 shows that the thyroid does not increase 
very regularly in weight as development proceeds, the average 
absolute weight of the organ appearing to decrease between the 
33rd and 39th weeks (averages taken from a larger number of cases 
would possibly eliminate this deviation, or there may be another 
explanation which is discussed below). The weight ratio drops 
remarkably (a.e., the gland is relatively heavier) in the 28th—32nd 
week period, which includes the greater number of our premature 
foetuses. This organ may evidently vary in weight within fairly 
wide limits under ‘‘ normal ’”’ conditions; in the full-time normal 
group a maximum weight of 5.5 grams (in a 1olb. foetus) and a 
minimum of 0.7 grams were obtained, and the weight ratio varied 
between 826 and 2940. 


THYMUS. 
Below 28 28—32 33—36  37—390 Full- 
weeks. weeks. weeks. weeks. time. 
Average weights in grams. 
Normal = a ap OIA 5-75 14.2 8.4 11.97 
Not normal ite so OS 3.9 4.7 8.25 9.25 
Syphilitic ... re Bes 1.55 4.63 8.25 9.47 
Lived more than few hours a4 5.2 8.5 5.9 
Average weight ratios. 
Normal fs oe oo JA 428.1 258.5 314.2 
Not normal ii ... 848 300.7 795.5 398.5 370.9 
Syphilitic ... re roe 1368 407.1 240.7 333.0 
Lived more than few hours 524 585.1 302 482.4 


The frequency distribution for full-time foetuses is shown in 
the accompanying graph 2. It will be noticed that the curve for 
actual weights is very irregular, whereas the weight ratio curve, 
both for normal and for all cases together, is regular, and shows 
that the ratio most frequently falls between 200 and 4oo. 

The increase in weight as development proceeds is fairly regular 
(graph 4): the apparent rise in the 33—36 weeks periods may be’ 
due to an insufficient number of cases. An interesting point that 
emerges from these tables is that the thymus is an organ that 
varies greatly with abnormal conditions, more particularly in the 
early stages of development ; further, it is common to find a thymus 
very light, both absolutely and relatively, in infants that only 
survived a few days. 

C 
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LIVER. 
Below 28 28—32 33-—-36 37—39 Full- 
weeks. weeks. weeks. weeks. _ time. 
Average weights in grams. 
Normal ee ne ated 71.6 rites 89.3 163 
Not normal Sth it ene 60 80.5 56.3 154.4 
Syphilitic ... ae ... 64.9 58.5 76.2 109 151.8 
Lived more than few hours 61.3 74 141.9 
Average weight ratios. 
Normal sh ae s4 OO 322 19 20.6 
Not normal as ss SST 29.1 25:2 36.8 20.1 
Syphilitic ia aor 26 18.6 18.2 26.8 
Lived more than few hours 21.3 27.9 18.4 


The frequency curves are too irregular to be of any value, 
probably because of the varying amount of blood that may be 


lost during removal of the organ. 


The increase in absolute weight as development proceeds 
(graph 5) is regular except in cases belonging to the 37 


39 weeks 








group: the weight ratio is fairly constant except during the early 
months when the liver is relatively heavy. The syphilitic averages, 
when compared with the normal groups, show a decrease in weight, 
although the weight ratio is often lowered. Other “ abnormal” 
influences appear to have very little effect on the liver of the foetus, 


either on absolute weight or on weight ratio. 





SPLEEN. 
Below 28 28-32 33—36 37—39 Full- 
weeks. weeks. weeks. weeks. time. 
Average weights in grams. 
Normal Py we 34 O05 3.9 5.1 4.1 1c 6 
Not normal a re i 2.8 5.1 2.8 0.1 
Syphilitic ... ae ea 08 5.5 3.4 10.5 11.1 
Lived more than few hours 3.4 6.1 6.6 
Average weight ratios. 
Normal De, ee; .. 8o1 538.4 445.1 330.5 
Not normal a see 1910 501.1 446.4 729.4 428.4 
Syphilitic ee fo 442.5 423.4 189 299.8 
Lived more than few hours 459 330.1 404.1 


With respect to frequency, the weights of 42 out of the 66 full- 
time spleens fall between 5.1 and 11-grams: the weight ratio 
frequencies are rather irregular. 

The weight of the organ increases fairly regularly (graph 6), 
and the weight ratio falls steadily. The effect of syphilis is shown 
usually by an increase in weight, the weight ratio being lowered, 
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PANCREAS. 
Below 28 28—32 33—36 37—39 Full- 


weeks. weeks. weeks. weeks. time. 

Average weights in grams. 

Normal re ms) cor O44 1.9 2 1.6 2.9 

Not normal are Cee ce 1.22 1.23 1.5 2.9 

Syphilitic ... : xia, OOS 2.5 1.6 2.9 

Lived more than few hours 1.9 Vey, 3.2 
Average weight ratios. 

Normal i me ees 1958 1350 1410 

Not normal ee ... 907-4 940.2 1283 1120 

Syphilitic ... — 566.8 886.1 1030 

Lived more than few hours 773 1159.8 811.5 


The frequency curves are very irregular. The pancreas appears 
to be but very slightly affected by varying conditions with respect 
to its absolute weight : the weight ratio varies considerably. We 
have latterly given up weighing this organ on account of the time 
required to dissect out the whole gland. 





SUPRARENALS. 
Below 28 28—32 33—36 37—39 Full- 


i weeks. weeks. weeks. weeks. _ time. 
: Average weights in grams. 
RIGHT. 
' Normal Sec ee ee 2.45 3-5 2.98 4.64 
| Not normal oe = Ff 1.6 1.63 2:3 4.08 
Syphilitic ... 1.57 2 1.57 27 3.9 
Lived more than fev Ww hours 2 1.4 3 
LEFT. 
Normal fi ne ... 0,86 2.36 3.5 3 4.78 
Not normal x; a Ke 1.49 2.44 20 4.73 
Syphilitic ... : ae nea 2 ¥-3 2:5 4-7 
Lived more than few hours 2 8 3.9 
Average weight ratios. 
RIGHT. 
Normal He ve ... 831.8 669.2 673.8 747-6 
Not normal ee ... 476.3 1166 702.5 929.5 700.1 
Syphilitic ... 751 903.6 735 718.8 
Lived more than few hours 739.8 1384 824 
LEFT. 
Normal me Hee sos COE 689.3 : 679.2 679.4 
Not normal a «+ 42690 1900 586 783.8 677.2 
Syphilitic ... - 742.2 1089 794 508.3 
Lived more than few hours 862.2 goo 638 
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The frequency curves are somewhat irregular. The suprarenals 
increase regularly in weight during development (graphs 7 and 8), 
and the weight ratio remains moderately constant in the later 
months. ‘‘ Abnormal’? conditions usually affect the glands by 
decreasing their weight, the weight ratio not being much altered. 
In this series all anencephalic foetuses have been excluded, because 
of the atrophy of these glands associated with the condition. It 
will be noticed from the tables that the left suprarenal is usually 
heavier than the right, the weight ratio being correspondingly 
smaller: we think that this may be due to the fact that it is difficult 
to remove the right suprarenal gland without some haemorrhage 
occurring from the capsular veins during the removal of the liver. 


KIDNICYS. 
Below 28 28—32 33-36 37—39 Full- 
weeks. wecks. weeks. weeks. time. 
Average weights in grams. 
RIGHT. 
Normal ah - erage! 8.2 8 14-5 
Not normal ie ae 4.6 6.50 10.4 12 
Syphilitic on 3.9 oho 12:7 
Lived more than few hours 7.9 . 14.5 
LEFT. 
Normal ne i i, 2 BIOS 8.3 7-4 14.4 
Not normal na ‘eh Eee 4.9 7.34 9.3 12.6 
Syphilitic me ees . 8.3 14.8 
Lived more than few hours 7.8 16.5 
Average weight ratios. 
RIGHT. 
Normal is yan £2 2505 248.5 364.6 224.8 
Not normal ni soe 20365 L757 199.9 282.5 
Syphilitic ... ee eo 264.5 271-8 
Lived more than few hours — - 204.7 218 
LEFT. 
Normal a ae i ak7on 239.4 396.9 230.2 
Not normal “e ... 192.6 167.3 229.9 280.8 
Syphilitic So ae 240.5 239-7 
Lived more than few hours , 213.8 192 


The kidneys increase fairly regularly in weight with development 
(graphs g and 10), and the weight ratio remains very constant. 
Among the full time foetuses, of six that fall in the ‘* not normal ”’ 
group the mother had definite toxamia with albuminuria: in 
these foetuses the kidneys were considerably below the average 
weight. 
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TABLE 1.—Average absolute weights of organs (in grams) of foetuses 
of viable age. 


All foetuses of 


viable age, All full-time All viable 

below full-time. foetuses. foetuses. 
Thyroid .. 1.18 (47) 2.2! (72) 1.82 (110) 
Thymus ae 5.1 (50) 10.16 (81) 8.2 (131) 
Liver sche 73.1 (37) 158.5 (64) 120.4 (101) 
Spleen ... i 4.3 (35) 10 (66) 8 (101) 
Pancreas ey (23) 2.8 (44) 25 (67) 
R. Suprarenal . 1.85 (37) 4.47 (65) Ks (102) 


L. Suprarenal 2.29 (37) 4.04 (65) 3.78 (102) 
R. Kidney 7.5 (18) 13.7 (31) HS (49) 
L. Kidney 7.6 (18) 14.1 (30) 11.7 (48) 








TABLE 2.—Average weight ratios of organs of foetuses of viable age. 


} Thyroid ... ... 1826 (32) 1638 (51) 1711 (83) 

} Thymus ste, “545 (34) 307 (54) 431 (88) 

f Liver es «a 58 (22) 20.8 (41) 22.4 (63) 

Spleen... one 450 (22) 368 (41) 397 (63) 

i Pancreas vie LORS (16) 1164 (27) 1131 (43) 
R. Suprarenal ... 834 (22) 762 (40) 787 (62) 
I, Suprarenal .., 784 (22) 642 (41) 6go (63) 
R. Kidney tas, 8A (11) 247 (21) 239 (32) 

: L,. Kidney ee, (11) 242 (20) 239 (31) 

t 

‘ We append the weight ratios of organs of all fresh viable 

' foetuses for comparison with those published by Eardley Holland.! 

{ We do not consider that this grouping together of viable foetuses of 

all ages, and including both normal and abnormal, gives averages 


that could be used as a standard for comparison in any particular 
case, but it is interesting to note that these two series agree. 


TABLE 3.—Weight ratio of organs of all fresh viable foetuses both 
normal and abnormal, 


Holland’s Present 
figures. investigation. 
Thyroid ai ¥, oe , 1711 (83) 
Thymus .., rea a aes spo gee (159) 431 (88) 
Liver ee Mee vad A: nue. 2 (162) 25, (63) 
Spleen... ao on mer as 300 (160) 397 (63) 
Pancreas Fee re ae We TE3I (43) 
Suprarenal an vnc ey 402 (160) R. 787 (62) 
giving 804 for Lv 690 (63) 
comparison. 
Kidney... sce Wet es 123 (162) R. 239 (32) 
giving 246 for L,. 239 (31) 


comparison. 
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TaBLe 4.—Full-time “ normal ’’ foetuses only. 


Average Average weight 

weight. ratio. 
Thyroid 38 7 ne 2.42 1587 
Thymus - fe meee 57) 314 
Liver ... ar sats .. 163 20.6 
Spleen ar ors Sn 010 337 
Pancreas ae aM ae 2.86 1410 
R. Suprarenal he 4.64 748 
L. Suprarenal a .. 4-78 679 
R. Kidney _... ior wee 14.45 225 
IL. Kidney... ae ... 44.41 230 


This group is small, including only 38 foetuses, because so few received 
fall into our ‘‘ normal ”’ group. 


COMMENT. 

The number of cases is too small for detailed statistical analysis, 
but we wish to lay stress on this point, that in the classification of 
such data it is important to include as ‘‘ normal’ only those cases 
that died owing to accidents of birth, and that present no abnormal 
factor whatever: averages arrived at by including all cases, 
neglecting this point and taking in all foetuses of viable age, will 
not give the true average figures representing normal development. 

The curves (graphs 3-10) representing the average absolute 
weight of organs during normal development, were plotted from 
observations of 62 cases, and show an actual decrease in weight 
between the 33rd and 39th weeks, but this decrease would probably 
disappear, and an arrest in growth only be shown, if a larger 
number of cases were available. A similar curve showing the total 
weight of the whole foetus also presents a retardation during this 
period (graph 11), and should be compared with the curves (graph 
12) compiled by us from figures given by other workers in which 
the same flattening in the curve is seen at corresponding dates. 
It should be noted that the curves showing increment of foetal 
weight demonstrate the retardation seen in the other curves even 
more remarkably. 

There is no doubt that there is a definite slowing down of the rate 
of increase in weight both of the foetus and of its individual organs 
during this period, and it is interesting to note that the thyroid— 
an organ intimately concerned with the regulation of nitrogen 
metabolism—shows this retardation at an even earlier date (graph 3), 
whilst the spleen and kidney, which are mainly concerned with 
blood and excretory functions as distinct from metabolic, show the 
retardation least of all the organs examined (graphs 3—10). 
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Until about the middle of the seventh month the foetus has no 
subcutaneous fat, and in fact very little visible fat at all, and our 
observations suggest that at this time metabolism is directed towards 
the laying down of fat, to the detriment of nitrogen retention for 
the growth of organs, and that later (after the 36th week) both 
nitrogen and fat metabolism proceed together more evenly. 

Reference to Pillman Williams’ curves,? showing the urea 
content of maternal blood during pregnancy, indicates that the urea 
content of the blood is lowest during the 20th to the 32nd week, 
i.e., when nitrogen is being rapidly fixed by the foetus, and that 
about the 32nd week the urea content rises sharply. This rise 
coincides with the time at which from our observations we deduce 
that fat metabolism preponderates over the nitrogen metabolism ; 
in other words, the rise in the urea curve corresponds to the fall 
in ours. Thus, while the organs temporarily cease to increase in 
weight the nitrogen increases in the maternal blood, 

If our explanation of the slowing down of the increase in 
weight both in organs and foetus be true, then the alteration in 
foetal metabolism may account for the rise in maternal nitrogen ; 
further, some failure in maternal nitrogen adjustment may be the 
cause of eclampsia occurring most commonly first at this period 
of pregnancy. 

We wish to acknowledge our indebtedness to Lady Barrett and 
to Professor Louise McIlroy, who provided us with the greater 
number of the cases used for this report; and to thank Dr. Baly, 
Dr J. Adams, Dr. Masterman, Dr. Cogan, Dr. Munro, Miss M. 
Ramsay, and the Staff of the Elizabeth Garrett Anderson Hospital, 
who also sent us material. 
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On Diurnal Incontinence of Urine in Women.* 


By Vicror Bonney, M.S., M.D., B.Sc. (Lond.), F.R.C.S. (Eng.), 


Assistant Obstetric and Gynecological Surgeon to the Middlesex 
Hospital; Surgeon to the Chelsea Hospital for Women. 


INCONTINENCE of urine in women may be classified according as it 
occurs 

1. Only in the daytime :—-Diurnal incontinence. 

2. Only at night time :—Nocturnal. incontinence. 

3. Both day and night :—Diurno-nocturnal incontinence. 


It is with the first of these that this paper is concerned. 


A degree of incontinence during the daytime when the sufferer 
is up and about on domestic or social employment is very common 
in parous women over 40 years of age. 

In its early stages this form of incontinence only occurs when 
the woman makes some effort producing sudden violent abdominal 
Strain, such as coughing or sneezing, but as it grows worse it is 
provoked by any movement which involves a sudden jerk, such as 
walking downstairs, running, jumping, or laughing, whilst in very 
bad cases the patient can scarcely make a movement of any sort in 
the standing position without wetting herself. When the incon- 
tinence has attained to this degree the sufferer is entirely debarred 
from the ordinary routine of social life, and even in its early stages 
it is a very distressing and disabling condition. 

This being so it is a curious fact that diurnal incontinence has 
received but scant attention from British gynzecologists. Perhaps 
one reason for this may be that the gynecologist has considered it 
the business of the urologist, whilst the urologist has held it the 
business of the gynzecologist, and between the two the subject has 
been rather neglected. It is for this reason that | ventured to think 
that a short paper on diurnal incontinence would be acceptable to 
the Section. 


Its occurrence is practically limited to women who have had 


* Read at a Meeting of the Section of Obstetrics and Gyniecology, Royal Society of 
Medicine, on June 7. 1923, 
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children, though it does not as a rule begin until several years after 
the labour or labours, and most of the patients seeking relief are 
between forty and fifty years of age. 

Contrary to current Opinion it is not as a rule associated with 
the more obvious forms of genital displacement, such as cystocele 
or prolapse of the vault; indeed on superficial examination the 
vagina, urethra and bladder generally appear normal. 

If, however, the patient in the standing, sitting or squatting 
position be told to cough hard and suddenly a very typical displace- 
ment will be seen to take place, the urethra and bladder wheeling, 
as it were, round the sub-pubic angle until at the height of the 
movement the meatus is looking upwards and forwards instead of 
the normal downwards and forwards, and it is at the moment when 
this degree of displacement is attained that the spurt of urine occurs. 

The incontinence evidently depends in some way upon a sudden 
and abnormal displacement of the urethra and urethro-vesical 
junction immediately behind the symphysis. 


THe SuPPORTING MECHANISM OF THE FEMALE BLADDER AND 
URETHRA. 

The trigone of the bladder in a woman rests upon a sheet of 
tissue, which separates it from the anterior vaginal wall (Fig. 1). 
This sheet is composed almost entirely of unstriped muscle fibres 
running antero-posteriorly as can be seen very well in the sections 
that I show you. This sheet, which has been calted the pubo- 
cervical fascia, but which should be called the pubo-cervical muscle- 
sheet, is attached in front to the back of the symphysis pubis and 
behind to the cervix at its junction with the vagina, whilst laterally 
it blends with and unites across the middle line the innermost fibres 
of ‘* Mackenrodt’s ligament ’’ of each side. 

In the model that | show you these ligaments are coloured white, 
whilst the pubo-cervical muscle-sheet is coloured blue. ‘* Macken- 
rodt’s ligaments ’’ have been given various names, and it is time 
that there was a consensus of opinion as to the nomenclature of 
such important structures. I suggest that they be called ‘ the 
cardinal ligaments of the vagina,”’ for it is chiefly by their means 
that the vagina is held in position, and this name avoids mentioning 
the sites of origin and attachment of the fibres which are too 
numerous to combine into a compound name. 

The pubo-cervical muscle-sheet is separated from the base of 
the bladder by a plane of cleavage made use of when separating 
the bladder from the vagina in total hysterectomy. Its lower 
surface lies against the anterior vaginal wall, a plane of cleavage 
intervening which is made use of in the operation of anterior 
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colporrhaphy. It is perforated at its front part by the urethra, and 
its lower surface in front of the point of perforation blends with a 
solid block of tissue in which runs the urethra, embedded as it 
were in the block. 

This block of tissue, which contains many unstriped muscle 
fibres, is wedge-shaped, and as such may be described as having 
an apex, a base, an upper surface, a lower surface, and two lateral 
surfaces. The upper surface is bounded by the pubo-cervical 
muscle-sheet and sub-pubic ligament, the under surface is the last 
inch and a half of the anterior vaginal wall, the base is the mucous 
membrane of the vestibule, the apex corresponds to the urethro- 
vesical junction, and the lateral surfaces are in relation with the 
descending rami of the pubes, and the edges of the levator-ani 
muscles. This block, which I venture to call the ‘* periurethral 
wedge,” is lightly attached to the sub-pubic angle and the rami oi 
the pubes and the edges of the levatores ani, 

A series of cross sections of this wedge of tissue (Fig. 2) shows a 
circular fibro-muscular coat surrounding the urethra, whilst between 
it and the vaginal mucosa is seen a layer of tissue the fibres of 
which run transversely from side to side; some of these fibres are 
muscular. The whole tissue is characterized by many large blood 
spaces, showing that it is erectile. As one approaches the urethro- 
vesical junction the muscles in the circular coat become much more 
apparent, forming a sphincter. 

Sections taken higher up still show the trigone separated from 
the anterior vaginal wall by a series of fibres running longitudinally, 
parallel with the axis of the vagina. These are the fibres of the 
pubo-cervical muscle-sheet, and are composed of unstriped muscle 
(Figs. 3 and 4). 

A longitudinal sagittal section through the trigone, the floor of the 
urethra and the anterior vaginal wall, shows these fibres passing 
into the block of tissue in which the urethra is embedded (Fig. 5). 

The front of the bladder is attached to the back of the pubic 
bone only by thin fibres, having no great strength, but above the 
level of the bone a fibrous union connects the bladder with the 
fascia at the back of the rectus and pvramidalis muscle. If this 
union is divided when making a low median abdominal incision the 
bladder tends to fall off the bone. 

It is sometimes necessary in surgery to separate the front of 
the bladder from the bone. as, for instance, occasionally in the 
course of Wertheim’s operation, to allow of a peritoneal false floor 
being formed, or in uretero-vesical anastomosis to make the bladder 
meet the shortened ureter ; and it will be noted that, the supra-pubic 
attachment already mentioned being divided, the bladder can be 
pushed off the bone from above downwards with great ease until 
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the upper surface of the pubo-cervical muscle-sheet and ‘ peri- 
urethral wedge ’’ is reached, when the movement comes to a full 
stop, owing to their firm attachment to the bone. 

The lateral ligaments of the bladder are of considerable strength. 
They are fibro-fatty in nature and closely blended with the cords 
of the obliterated hypo-gastric artery on either side, but they have 
no firm attachment to bone. . 

The only other ligamentary apparatus remaining to be 
mentioned are those fibres which on each side radiate forwards and 
outwards from the antero-lateral aspect of the cervix to blend with 
the cellular tissue that underlies the bladder laterally. 

It is these fibres which form the roof of the ureteric canal, and 
they may be conveniently regarded as the most superficial and 
anteriorly placed fibres of ‘ Mackenrodt’s ligaments.’ They form 
a shelf on which the corresponding lateral portion of the bladder 
not only rests, but is lightly attached to. 

An artery forming an anastomotic communication between the 
vesical vessels and those of the uterus runs across the ureteric canal 
with these fibres, and may sometimes practically take the place of 
the uterine artery. 


THE MECHANISM OF INCONTINENCE. 


Associating the anatomical facts I have recalled to you with the 
displacement which clinically accompanies the escape of urine, 
diurnal incontinence appears to be due to laxity of the front part of 
the pubo-cervical muscle-sheet, so that it vields under sudden 
pressure and allows the bladder to slip down behind the symphysis- 
pubis and the urethra and “ peri-urethral wedge ’’ to carry down- 
wards and forwards by wheeling round the sub-pubic angle. 

Moreover, it is laxity of the front part of the muscle-sheet alone 
which causes the incontinence, and coincident laxity in other 
portions of the sustentacular apparatus of the bladder not only does 
not increase the incontinence, but may actually prevent it. 

Thus complete prolapse of the vagina is accompanied by laxity 
of the entire supporting apparatus of the bladder base, but the 
woman does not suffer from incontinence of urine, but rather the 
reverse ; and the same thing may be noted in classical cystocele 
in which difficulty in emptying the bladder is the general rule. 

The pubo-cervical muscle-sheet may yield in three different 
Ways: 


1. The front end may vield, allowing the bladder and urethra 
to slide down behind and around the pubic svmphysis (Fig. 6). 
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2. The middle may yield so that the sheet droops like a ham- 
mock and the bladder is pushed down between the divaricated 
anterior edges of ‘‘ Mackenrodt’s ligaments ’’ forming a cystocele. 
The protrusion of the cystocele between the edges of the levator ani 
muscles is a subsequent happening (Fig. 7). 

3. The upper end may yield, producing prolapse of the anterior 
vaginal vault, or what may be called ‘* pseudo-cystocele,’’ because 
at first sight it appears to be a cystocele. When, however, the 
cervix is held at its proper level by the finger or a volsellum the 
protrusion disappears, whereas a true cystocele cannot be got rid 
of by holding the cervix up (Fig, 8). 

It remains to discuss why giving way of the front part of the 
pubo-cervical muscle-sheet should give rise to diurnal incontinence. 

It has always struck me, as no doubt it has struck you, how 
feeble the vesical sphincter appears to be on passing a catheter. 
The most resistant point in the urethra is the meatus and once past 
this the catheter seems to slip on into nothingness until a flow of 
urine announces its entrance into the bladder. 

That there is a sphincter, however, the microscope demonstrates, 
but it is probably only one factor in the sphincteric mechanism and 
possibly even the least important; at all events it is suggestive to 
what an extent operative dilatation of the urethra can be carried 
without producing incontinence. | think it possible that a valvular 
mechanism may exist at the angle of junction of the movable 
bladder and the fixed urethra comparable in a lesser degree with 
what is seen where the ureter joins the pelvis of a hydronephrotic 
kidney, so that the fuller the bladder becomes the more the urethro- 
vesical junction becomes constricted. The angle which the urethra 
makes with the bladder is altered if the anterior attachment of the 
pubo-cervical muscle-sheet yields, and this would cause the valvular 
mechanism to fail. 

Further there is the muscular character of the sheet to be 
considered. The fibres run longitudinally and when contracting 
must tend to pull the cervix towards the symphysis and raise and 
rigidly support the bladder base and urethra, and by making a 
firm point d’appui for the vesical sphincter and the muscle fibres 
generally of the “ peri-urethral wedge ’’ increase their efficiency 
and enhance any valvular mechanism if it exists. Conversely if 
the muscle fibres be relaxed the bladder base and urethra and peri- 
urethral wedge sink down causing a reversal of the conditions that 
obtain when the fibres are contracting. I think there is no doubt 
that on voluntary urination such relaxation occurs and that con- 
versely during coughing or any similar effort causing a rise in 
intra-peritoneal pressure the fibres contract to resist the downward 
push of the bladder. 
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The cardinal ligaments of the vagina are also composed largely 
of unstriped muscle-fibres which probably act in unison with those 
of the pubo-cervical muscle-sheet with which they are continuous ; 
so that the whole of the shelf on which the bladder rests is capable 
of adapting itself to changes in the intra-peritoneal pressure. 

At my suggestion, my colleague Louis Rivett has endeavoured 
to test the strength of the vesical sphincter and the expulsive power 
of the bladder. First, a catheter was fixed to the end of a long 
rubber tube carrying a glass funnel at its other end and six ounces 
of sterile water having been run into the bladder the patient 
was told to try and expel it, the height to which she could force 
the fluid up the tube (i.e., the water-head) being taken as the 
measure of the expulsive force. 

Next she was told merely to cough, and the effect on the column 
of water was noted in the same way. 

Finally, the catheter, instead of being passed into the bladder, 
was only introduced just within the meatus, and the funnel raised 
while the water was being poured in until the water-head was 
sufficient to overcome the sphincter and pass on into the bladder. 

The table I show you gives the results, which, you will note, 
vary immensely in the six cases in which the experiments were 
tried. The original water-head figures are here reduced to milli- 
metres of mercury. 

You will note that the force required to dilate the sphincter from 
below varied from too to 8mm. of mercury, and that in five out of 
the six cases the expulsive. power of the bladder in the sitting 
posture was greater than the force required to dilate the sphincter 
from below. 

Finally perhaps the most striking point is the very slight 
increase in pressure which coughing seems to produce, not more 
than 12mm. of mercury in the three cases this was tested in. 

Among the six cases there were two of diurnal incontinence, 
in one of which the sphincter was so weak that a pressure of only 
Smm., of mercury was sufficient to overcome it. In the other case 
a pressure of 100mm, was insufficient to force the water into the 
bladder; but there was some doubt in this case as to whether the 
catheter was not blocked by being pressed against the urethral wall. 
On the whole, the results incline me to think that the escape of 
urine, when a patient suffering from diurnal incontinence coughs, 
is not, or only partly, due to the intra-vesical pressure forcing the 
sphincter muscle, but rather to some interference with the 
sphincteric mechanism caused by the sagging of the pubo-cervical 
muscle-sheet. The experiments, however, are too few and_ the 
method too crude to dogmatize upon, 
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Column A is pressure in mm. of Hg applied to open-ended tube to 
overcome action of sphincter. 
Column B is expulsive force while lying (in mm, He¢), 
Column © is expulsive force while sitting (in mm. Ile 
Column D is mm. of Hy raised by violent coughing. 


r), 


A. B. i 1). 


Mrs. D. (30), diurnal enuresis ... ad 23 29 6 
Mrs. R. (28) no symptoms ... oe 35 20 80 12 
Mrs. S. (42), no symptoms ... sh 100 70 86 6 
Mrs. C. (3g) no symptoms ... se 78 65 98 
Mrs. B. (37), diurnal frequency ... 8 49 80 
Mrs. T. (32) 30 19 45 


‘Water ran round cuties ter at roomm, Tle. 


REMARKS ON TREATMENT, 
The large majority of these patients are curable by the operation 
Comyns Berkeley and I, in our book “ Gynecological Surgery,” called 
‘tautening the vesical sphincter.’ The same operation was 
independently worked out by Worrall, and described by him in the 
British Journal of Obstetrics and Gynecology before the war. 

The operation consists in medially incising the anterior vaginal 
wall from a little above the urethro-vesical junction almost to the 
meatus and then reflecting flaps right and left of the incision. 
The urethral floor is thus exposed and a series of sutures are 
inserted ‘* Lembert-wise’’ so as to overfold the tissues and 
supposedly to tauten the sphincter fibres. 

lam now of opinion, however, that any tautening effect on the 
circular muscle fibres at the urethro-vesical junction is negligible, 
and that the operation acts not by tautening the sphincter, but by 
tautening the sphincteric mechanism, ie., by strengthening and 
tautening the anterior end of the pubo-cervical muscle-sheet. 

I have never been able to satisfy myself that the overfolding 
sutures narrowed the urethra in the slightest degree or increased 
the resistance to the passage of a catheter. 

Of recent years | have formed a buttress out of the vaginal flaps 
after the manner of Blair Bell's colporrhaphy, and this has 
improved the results of the operation markedly. Indeed I have 
sometimes merely fashioned the buttress and omitted the over- 
folding sutures and the results have still been good, confirming me 
in my opinion that it is the strengthening of the pubo-cervical 
muscle-sheet that achieves the result. 

There are occasional cases in which the operation fails. In some 
of these the initial tautening may have been insufficient: the 
mattress sutures making the buttress should always be inserted as 
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far outside the middle line as possible. In the remainder I think 
the reason for failure is that the attachment to the bone and sub- 
pubic angle of the pubo-cervical muscle-sheet and the ‘‘peri-urethral 
wedge ’? has become loosened beyond what can be repaired from 
below. 

In several of these I have obtained success by ventri-fixing the 
bladder through a median abdominal incision, the bladder being 
pulled up and its anterior wall attached by fine silk sutures to the 
back of the rectus muscle for a couple of inches above the bone, 

There still seems to be a good deal of ignorance on the subject 
of diurnal incontinence, most medical men not being aware that it 
can be cured by operation. The common treatment is to insert a 
pessary, a perfectly useless proceeding, for no instrument can 
relieve the defect which is the cause of the incontinence. 

Since writing this paper | have become aware that Professor 
Watson read a communication on the same subject at the Joint 
Meeting in Edinburgh a few weeks ago. Judging from the short 
epitome of his paper that I have read he’seems to hold the same 


general views on the condition as I do. 














The Previous Case. 


By A. C. F. Hatrorp, M.D. (Melb.), 


Hon. Surgeon, Lady Lamington Hospital for Women, Brisbane, 
Queensland, 


THe etiology of infection of all kinds has a fascination for me and 
the addresses on the all-important subject of puerperal infection, 
which have been published during the last year or two, with the 
discussions thereon, prompt me to offer a criticism and a theory. 

Prophylaxis is the keynote of all those taking part in_ the 
debates, but to me the result has been unconvincing. 

Hlistory credits Semmelweiss with demonstrating that puerperal 
infection is carried from one patient to another. J. George Adami 
in a forceful address in “The Journal of Obstetrics and Gynzecolog y 
of the British Empire,’’ of 1922, Vol. 29, No. 1, establishes the 
claim of British gynaecologists in this regard, particularly Charles 
White. The dawn of the cult of ‘the previous case’’ must 
therefore be credited to him. This is a cult I am ever striving to 
revive especially in the larger field of Public [ealth. 

Lord Lister showed the general application of the special 
observation of Semmelweiss and his predecessors. The factors in 
the phenomenon of infection revealed by this great investigator 
were ; 

1. Local lowered vitality of the tissues of the subject of infec- 
tion, 

2. Enhanced virulence of the infected organism growing in a 
semi-fluid culture medium (the ‘‘ decomposed animal matter ’’ of 
Semmelweiss) derived from the previous case ; and that this medium 
accompanied the organism to its site of transplantation just as soil 
around the roots is brought with the young plant by the gardener 
when ‘‘ bedding-out.”’ 

This element | believe to be essential to virulent invasion. 
Deprived of this pabulum the organism rapidly loses its virulence. 
The fact that loss of virulence readily occurs, and within a very 
short period of time, is slow to receive general appreciation. The 
most important advance in this subject has been the established 
proof of the part played in these serious forms of infection by the 
hzemolytic variety of the streptococcus. 
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Possibly all streptococci may acquire the power of haemolysis 
by their transportation without loss of time from a patient in whom 
they have practically or actually attained that special and malig- 
nant property. It is very remarkable that these factors so clearly 
brought to light as the result of Lister’s original work are not kept 
in proper perspective, or often enough they are left out of the 
picture altogether. The result is that we have not gone far in 
preventing puerperal infection. 

It is generally admitted that puerperal sepsis is naturally divided 
into two varieties :— 

One due to the sapremia of putrefaction accompanying lochial 
stasis or of retained secundines. As a matter of fact this condition 
is not puerperal infection at all, and usually the cause is the 
organisms of putrefaction introduced from the lower genital 
passages and ano-perineal region. Not being a disease in the class 
established by Lister, the condition will ultimately get well, whether 
actively or expectantly treated. 

As a prophylactic measure against sapreemia | have for many 
years made a practice of retracting the uterus well above the sacral 
prominence immediately after the third stage and as a terminal part 
of the act of expressing the placenta. This is done without letting 
go the uterus but just turning the tips of the fingers from the 
posterior to the anterior surface. The effect is immediately to 
check hamorrhage by stretching the uterine arteries and to stimulate 
contraction. The size and shape can be estimated with great ease 
and accuracy. The genital canal is drawn up into proper position 
and any tears that may exist find apposition naturally. The hand 
is held keeping the uterus withdrawn until the accoucheur is 
satisfied that it will stay contracted in this elevated position. Care 
is taken not to push it down into the pelvis by the binder when 
applied. Atmospheric pressure causes a marked depression in the 
empty pelvic cavity when the uterus is first elevated. This 
manoeuvre must not be performed unless the patient is in the 
dorsal decubitus and the legs are together, for fear of air entering 
the passages. 

So much for elimination of putrescible substances, 

To minimize the incidence of local lowered vitality, forceps 
may be used but with gentleness. The instruments when closed 
must indicate precise application and the effect of a pull must be 
distinctly and mechanically advantageous. Difficulty in forceps 
delivery is nearly always the result of mechanical disadvantage, 
and to practise such is harmful. 

True puerperal infection is a condition of great gravity and its 
etiology is, so far, entirely obscure. Treatment is most dishearten- 
ing and it is therefore evident that prevention will alone relieve us 
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all of the reproach which we, in common with the Gamp, richly 
deserve. To deal with this ancient institution and much abused 
individual first, we, in all fairness, must arraign her on a definite 
charge. Her statistics appear to be uniform from time immemorial, 
and if they were very much worse than our own, she would have 
become extinct long ago. But are they much worse ? 

It was in the hospitals that Charles White proved his worth 
aid Semmelweiss broke his heart. It was in the hospitals that 
Lord Lister achieved his triumph. Sarah Gamp is not famous as 
the authoress of ‘‘ Meddlesome Midwifery.’’ Although immor- 
talized by Charles Dickens, she is not a personality in medical 
history. Nevertheless she is and always will be the scapegoat of 
those who are and are not! However, I heartily endorse the 
opinion that this amiable lady should be displaced, but I would 
like to know why she so utterly — our condemnation beter 
we say ‘* Good- night, nurse,’’? and ‘‘ Good-morning, Sister.’ 

I question the statements frequently made that legislation to 
this end has lessened maternal morbidity and mortality especially 
irom graver forms of infection. 

Consider the figures quoted by Adami, Collins’ 0.53 per cent. 
mortality at the Rotunda [lospital, not one case dying of puerperal 
fever ! 

We cannot live in the hope freely expressed nowadays that 
“the time will come when no woman would be delivered in any 
other surroundings than those of a modern operating theatre.’ 
IXven this impossible degree of refinement will not prevent septi- 
cemia unless its true origin is realized. There are many excellent 
nursing homes and private maternity hospitals run by exemplary 
women conscientious to a degree. These institutions, in common 
with the hospital of more pretentious size, are run by women 
trained by doctors who profess to be teachers of modern methods. 
The responsibility for any shortcoming therefore lies with the 
medical profession in the first place. 

To condemn the small nursing home and refer to it as a curs 
to the country, as I have read, is on a par with making a scapegoat 
of the Gamp or ‘‘ blaming the cat.”’ 

Victor Bonney is quoted as saying that infection from extrinsic 
sources is rare. Not so rare as he thinks, but how is _ it 
produced ? 

Are these not the very cases we should avoid? Are not these 
the very cases we blame the Gamps for, and if one be not in 
attendance Lord help us to find a scapegoat! There is yet the 
Cottage Hospital ! 

Victor Bonney (B.M.]., Aug. 21, 1920) is also credited with 
saying that ‘‘ the general adoption of aseptic and antiseptic methods 
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has made these cases rare which once were rife in hospitals.’’ 
That is exactly where the error lies. It is not the adoption of these 
methods which have secured immunity. They have given us a 
false security. It is the recognition of the fact discovered by 
Charles White, Semmelweis and others that the previous case is the 
source of danger, that has saved so many lives. 

Obviously we must not depend so much on asepsis and anti- 
sepsis as on the unsoiled and unsullied doctor and nurse and their 
paraphernalia, 

We find such a sentence as this occasionally : “ with ordinary 
precautions (italics mine), infection need not be carried from one 
patient to another.”’ I differ. 1 declare that special precautions are 
necessary and must be taken at the right end, id est, on leaving the 
previous case. For fear of being misunderstood, the previous case 
means any person with a septic focus of any kind not necessarily 
puerperal. Antiseptic surgery is not so popular nowadays as 
aseptic methods, and the sterilization of hands recently infected is 
not accomplished with due care. Far better to avoid the contamina. 
tion than try to remove it by perfunctory washing and dipping. 
In many cases of midwifery it has to be perfunctory, and it is then 
that disaster may occur. 

Serums and vaccines so often mentioned in discussions in the 
prevention of puerperal sepsis, are not prophylactic as used at any 
rate to-day. 

To revert to the discussion quoted, Bonney concludes “ that 
while septic organisms might be conveyed from one patient to 
One patient to another 
means, | take it, one lying-in case to another. I grant that. We 
leave that horrible and evil employment to the Gamp. But there 
are other septic sources than the lying-in woman! Although such 
cases nowadays are said to be rare, they are the worst of all. 

Naturally those cases classed as sapramic and less toxic are 
commoner as they are generally autogenous. Even these do not 
readily occur unless the uterus contains more than healthy blood- 
clot. Bonney’s suggestion of practical sterilization of the ano- 
perineal region cannot be prophylactic of either form of puerperal 
sepsis unless the accoucheur has an intelligent grasp of the factors 
enumerated. 

Now we come to further obscurations. The relative infrequency 
of puerperal sepsis in dirty private houses is not a matter of wonder. 
Dirt and filth of a house do undoubtedly contain putrefactive 
organisms, but not virulent cocci with hemolytic tendencies unless 
the ubiquitous is part of the “ furniture.” 

[ have read of a complaint of an aged Gamp with a septic ulcer. 
I would like to ask if the patient got infected or died of septiczemia, 
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It would strengthen my case if she died, alas!) This important. 
fact was not noted, but here is previous case and nurse in one! 

Let us now stand back out of our own and each other’s light 
and see what there is to see. My protest is against the obscurity 
of vision of many writers to-day. Obscure because manifestly 
erroneous ideas persisting from days of lesser light are continually 
introduced to blur our picture, 

Sarah Gamp is one. The case is not proved against her; the 
cat in the laundry basket ’’ is another, and so is the fresh, sweet 
laundry linen. The insanitary drain on the premises is another, 
dirty finger nails, unsterilized water, the soiled petticoat, bags, 
newspapers and other filthy things that surround the patient are 
others. I cannot see in these things virulent transplants to produce 
puerperal septicemia. It is common knowledge that it rarely 
occurs under such conditions, and is just as likely, and even more 
so, in ‘* well-equipped hospitals,’? operating theatre and all. So 
why go looking among these things for a cause ? 

If dirty fingernails are accompanied by paronychia | could 
understand the sequence of events, or if tetanus were common 
among patients attended by nurses or doctors who had dirty finger 
nails the sequel would appear to me as reasonable. 


sé 


’ 


I have sought in vain for an earnest endeavour to explain the 
incidence of puerperal septicemia. The cause, let us allow, is 
definitely located. In my search I have found, for instance, in the 
Annales de L’ Institut Pasteur an article with a tremendous biblio- 
graphy. But in neither is there any indication of what | seek. 

An enormous amount of labour is expended on the preparation 
of a sérum antistrepto-coccique by a new method (December 1921, 
T. xxxv, No. 12). This is used post-partum and is, of course, 
entirely curative in design. Highly interesting, and | hate to 
appear depreciative, but do not all agree that prophylaxis gives 
greatest promise ? Then let us turn to the gynecologist, 

T. W. Eden is reported in The Lancet, Nov. 11, 1922. His 
address is entitled ‘‘ Maternal Mortality of Child-bearing, its causes 
and how to deal with them.’’ Eden’s excuse for his address is 
that although great progress has been made in the elimination of 
septic complications from all branches of surgical work, the most 
recent tendency of the mortality rate from sepsis in child-bearing 
is to rise rather than to fall. 

The proletariat Irish have by far the lowest death-rate of any 
country mentioned by Eden. The reason, though clear, is not 
given. The ante-natal clinic, the trained nurse, the well-equipped 
central: and metropolitan hospitals cannot come near primitive 
midwifery in this regard. Again the reason, though clear, is not 
given. The address is admirable, but it lacks prophylaxis of the 
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right kind. A fire brigade is an excellent thing for putting fires 
out, but what we want is a brigade that will prevent a conflagration 
in a home not fool-proof, 

Where can we find such an institution? The incidence of the 
disease is the object of our search for its prevention. 

Where can we find a true explanation in the light of the 
maxims of Lister? Obviously the previous case. The doctor, or 
the nurse, is himself the subject of virulent infection from foci upon 
or accessible to the hands (1 think a rare event): or he is a 
vector of infection, from a previous patient so infected. — Both 
doctor and nurse may be entirely ignorant of their infection or 
careless of the ritual to be observed on leaving the previous case. 
During many years of teaching nurses it was insisted upon by me 
that the nurse should show more scrupulous care in disinfection 
after handling a case than before. 

‘“Remember the next case you are going to, and under no 
circumstances allow yourself to be contaminated by pus or other 
discharges,” , 

To reduce this vexed question to clear-cut issues, my proposition 
is that :— 

1. Puerperal sepsis usually results from putrefactive changes in 
the genital canal by the introduction of organisms with saprophytic 
tendencies and sapramic results. Some of the organisms are 
potential pathogenes, but are more dangerous to others in their 
next passage if this be quickly and effectively accomplished by the 
attendants. 

2. Puerperal infections of graver order are the result of the trans- 
plantation without loss of time of hamolytic varieties of the strepto- 
coccus group contained in the discharges of a previous case whether 
lying-in woman or other focus of virulent infection by the 
attendants who may be doctor, sister or “* nurse.’ 

3. Insanitary states, uncertificated midwives, cottage hospitals 
and other scapegoats are not more liable than doctors to carry 
infection in the absence of the previous case. 

4. Auto-infection is a fact in cases of sapramia for which the 
attendants must hold themselves responsible. It is mostly a refuge 
in severe forms of the disease. 

5. Where primitive midwifery prevails mortality may be high 
from causes incidental to dystocia, but is invariably low from 
septicemia, from the fact that the ‘‘ previous case’’ is usually 
remote and therefore not a disturbing factor. The disease bears 
an inverse proportion to the degree of segregation. 

6. Modern midwifery, especially in the hands of the general 
practitioner, is beset on all sides by an army of previous cases. 
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Finally, if the impeachment contained in the foregoing 
paragraphs is denied and disproved, | then maintain we must look 
for a means of convection, hitherto unknown to etiologists, of 
active virus from a previous case. 

Let us for all time close the paths of error which we are 
following to-day and learn the cause of the incidence of puerperal 
septicemia. 

Remember our hazy notions of the origin of plague, malaria and 
typhus, and compare them with the exact knowledge which to-day 
proves that these death-dealing agencies are sustained in virulence 
in special ways, without which they are harmless. 

‘Quod est ante pedes, nemo spectat.”’ 

















Menstruation and Pregnancy in Hodgkin’s Disease 
(Lymphadenoma). 
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M.R.CS., L.ERCP. (Lond.). 


Hon. Assistant Gynecological and Obstetric Surgeon, David Lewis 
Northern Hospital, Liverpool. 


Te incidence of Hodgkin’s disease in pregnancy in a patient who 
came under my observation in 1919, has led to this further investi- 
gation of the clinical records and literature of the disease, on 
account of its rarity, its gravity and the obscurity of the etiology. 

As to its rarity: it is a remarkable fact that in a very extensive 
search through the literature of the subject one other case only has 
been found fully recorded.! 

The patient referred to in the opening sentence is a married 
lady, Mrs. W. A,, xt. 23 (Case 1), i-para, and living in comfortable 
circumstances. 

In July, 1919, she gave a history of having missed one menstrual 
period and complained of a “ stiff neck ’’ and a slight haemorrhage 
per vaginam, 

Iler previous history was that she had been perfectly healthy, 
her menses had been regular and her first child was born in August, 
1g18, at full time, a normal but precipitate labour with a normal 
puerperium and a healthy child. 

Kxamination showed that there were enlarged, discrete glands 
in the left anterior triangle of her neck of a soft consistence, and 
also that she was suffering from a threatened abortion. By rest in 
bed the abortion was averted. At this time it was thought that the 
elands were tubercular, and in view of the threatened abortion and 
the fact that she was on a holiday in a very healthy part of the 
country, no treatment of them was undertaken. 

The pregnancy continued and the glands increased in size but 
remained discrete and soft without showing any signs of inflamma- 
tion or of breaking down, This aroused the suspicion that the 
condition was Hodgkin’s disease. 

In November, 1g1g, the patient being then four and a half 
months pregnant, it was decided to remove the glands, as this 
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would probably effect a cure if they were tubercular and in any 
case pathological examination would show the exact nature of the 
lesion. 

The micro-photograph here reproduced shows the appearances 
seen in these sections, which demonstrates that the lesion is that of 
Hodgkin’s disease—proliferation of the endothelial cells and the 
appearance of multinucleated cells irregularly placed. 

The recovery from the operation was without incident. Subse- 
quently the patient was treated with arsenic and extract of lymphatic 
gland internally and X-rays were applied over the area from which 
the glands had been removed. 

The pregnancy continued to term when a healthy male child 
was born. The labour and puerperium were normal. 

For several months after delivery the above treatment was 
continued and all traces of glandular involvement disappeared. 
The patient appeared to be cured. 

In 1920 the third pregnancy commenced, and at the eighth week 
glands began to appear in the old site and enlarged rapidly. 

The advisability of terminating the gestation was considered, 
as the previous glandular enlargement had been coincident with 
conception and had grown with gestation. It was decided that 
this should be done, but, in the meantime, the patient was attacked 
by influenza with a temperature ranging from 101.8 to 103 and 
aborted spontaneously. Further treatment on the above lines again 
restored her to health in a few weeks. 

A fourth pregnancy commenced in the spring of 1922, and when 
she was seen in September her uterus was the size of a 20 weeks’ 
gestation, and there were some small masses in the left anterior 
triangle, which, she said, she had first noticed about the 21st of 
August. 

Treatment as before was immediately recommenced and the neck 
improved. On January 25th, 1923, she was delivered of a healthy 
male child, the labour and puerperium being normal. No glands 
can now be felt, 

It is a noteworthy fact that in this case, throughout, no other 
superficial lymphatic glands have been involved and there have 
been no signs or symptoms of involvement of the deep groups of 
glands. 

It was the study of the best course to adopt in the treatment of 
these cases, with reference to the intercurrent pregnancy, which 
was the inspiration of this paper. 

An examination of the literature revealed only the following 
generalizations :— 

Professor George Murray, writing in Allbutt and Rolleston’s 


‘* System of Medicine ’’? states : ‘‘ The disease rarely occurs during 
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pregnancy, but several cases have occurred shortly after childbirth 
and have run a very acute course—ending fatally in a few weeks. 
Parturition has thus an unfavourable influence upon the progress 
of the disease.”’ 

Sir William Gowers in Reynolds’ ‘‘ System of Medicine,’’ * 
states : ‘In one case only ’’ (out of 25 fatal female cases) ‘ did the 
disease apparently commence during pregnancy. The progress of 
the disease was, in another, distinctly checked during pregnancy, 
and it advanced rapidly after delivery. In several cases the first 
symptoms of the disease were observed soon after childbirth, and 
in one of these recorded by Trousseau‘ there had been a large post- 
partum haemorrhage.” 

The following facts are based on a study of 57 cases of 
Hodgkin’s disease in the female. Eight of these cases were treated 
in the Liverpool hospitals during the past seven years. These are 
all cases whose history | have been able to ascertain personally. 
The remaining cases are collected from the literature. 

The age of incidence of the disease is set out in the following 
table, and it will be noted that it corresponds fairly closely with 
that prepared by Sir Wm. Gowers in the article already quoted, 
except that the percentage of cases under ten years of age is smaller 
in this collection. It also bears out the statement of James H. 
Hutchinson ®: ‘* The liability to the disease would, therefore, appear 
to increase up to 30, and after that to diminish.” 


TABLE I. 


up to 5 YeQrs cass 3 20-80 years cue 18 
5-10, Nee 2 30-40, , 12 
10-15 bl) aes 5 40-45 Peter? ] 
To=20) yt abe 8 over 45 7 ashe 8 


This gives 39 cases during the normal period of menstrual 
activity, or 69.64 per cent., and 30 cases between 20 and 4o, which 
may be taken as the normal child-bearing period, 1.¢., 53.5 per cent. ; 
while eight cases (12.2 per cent.) occurred after the normal meno- 
pause. 

In those cases, 39 in number, in which it has been possible to 
ascertain the civil state of the patients, 16 are found to be married 
and 23 single. 

In 17 cases only, all between puberty and the menopause, was 
the menstrual history obtained, and of these 14 patients show 
varying degrees of oligomenorrhoea, even as far as complete 
amenorrhoea in some cases. In the other three cases the menses do 
not appear to have been disturbed by the disease (see Table 2). 
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TABLE II. 


Menstrual history of 17 cases of Hodgkin’s Diseases. 


Case Number, Age. Menstrual History sii.ce onset of disease. 
1: PVE As 23 Regular 
3. FL J 27 Irregular with dysmenorrhea 
1. MOE. 32 Complete amenorrhoea 
5. M.G. 25 Complete amenorrhoa 
ame Wea: 25 Irregular and scanty with dysmenorrhca 
ls: AS 32 Regular ! 
14. 17 Amenorrhea 6 
LS A a: 40 Regular, but scanty, with dysmenorrhoea 7 
18. G, G. 28 Regular 7 
19: OH: 22 Regular, but scanty 7 
71 URE Pee 27 Regular 28—35 day type; scanty flow 7 
oy... SMa. 28 Suppressed 8 
48. 32 Nil; abnormal before onset 9 
49, 36 Scanty, intervals of 4—6 weeks 9 
51, 19 Suppressed 9 
52. 28 Considerable irregularity with scanty flow 9 
53. N. B. 35 Amenorrhcea 10 


Of the 16 married women, six dated the onset of their disease 
from some pregnancy, while in six other cases it is not stated 
whether they had had any children or not. Thus in ten definitely 
parous women six dated their disease from a pregnancy (see 
Table 3). 


TABLE IIT. 


Time of onset of disease in six parous women. 


Case Number, Age. Parity. Date of onset of disease. 

Le WV eas 23 2 2nd month of 2nd pregnancy 
L.A, 8: 32 5 3rd month of 5th pregnancy 

16. X, 23 2 3rd or 4th month of 2nd pregnancy 
18. “Goa. 28 6 Just after birth of 6th child 

18. 32 1 3rd month of pregnancy 

49. 36 7 Karly in 6th pregnancy 


It is realized that 57 cases is a very small number from which 
to draw any conclusions, but [lodgkin’s disease in the female is 
not common. 

The following facts which emerge from a study of the foregoing 
tables are worthy of notice, 
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69.64 per cent. of the cases occur during the period of normal 
menstrual activity, and 53.5 per cent. occur during the normal child- 
bearing period, which may be considered as the period of maximum 
activity of the female sexual organs. But, on the other hand, if 
those cases are considered in which the disease first appeared 
during physiological amenorrhoea one finds (a) before puberty, 10; 
(b) after menopause, 8; (c) during pregnancy, 5; (d) during lacta- 
tion, 2; a total of 25 cases, or 45.85 per cent., which is a surprisingly 
high figure. 

Two facts issue from the foregoing :— 


(1) The disease is frequently accompanied by diminution in the 
menstrual flow. 

(2) Nearly half of the cases in this series had their onset 
during periods of physiological amenorrhoea, 


Further, it is an established fact that the disease is more common in 
males than in females (4 to 1—Osler). 

A consideration of these facts with a view to their possible cor- 
relation has led me to the following conclusions. 

The female is, in some measure, protected against this disease 
to a greater extent than the male; to explain this on an anatomical 
or physiological basis one must look to the female sexual organs 
and female endocrine system as being the main points of difference 
between the sexes. The only organ which plays a part in both 
systems is the ovary. 

If there is a hypo-function of the ovary oligomenorrhoea will 
occur in varying degree, depending on the amount of ovarian 
involvement. 

Prior to puberty and after the menopause there is no ovarian 
hormone poured out. The question of what becomes of this 
hormone during pregnancy is a very difficult one, and there is little 
information in the literature, but opinion appears to point to its 
being used up locally in the nutrition of the rapidly growing 
uterus and foetus, while most authors favour the view that during 
the first three months of pregnancy the true ovarian hormone is 
replaced by that of the corpus luteum whose function is concerned 
almost entirely with implantation of the ovum, It is important, 
in this connexion, to recall that, in those cases in Table 3, in which 
the onset of the disease is related to pregnancy, five out of the 
six cases occurred in the early months. 

Therefore it may be that as long as there is sufficient ovarian 
hormone in the general circulation the individual can resist the 
disease ; should, however, this amount be reduced by any cause, 
Hodgkin’s disease may occur, and once this has happened the 
function of the ovary is inhibited, both by the disease itself and by 
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the anzemia which is a part of it, although often only very mild in 
degree. 

The obvious inference from this suggestion is that in addition 
to treatment on the present well recognized lines of arsenic and 
X-rays, ovarian extract should be given to the patients to prevent 
the spread of the disease and give the individual the opportunity 
of dealing with it. 

Post mortem examination notes of the sexual organs are avail- 
able in only four cases (Table 4), but these are of great interest in 
support of the above suggestion. 


TABLE IV. 
Post Mortem Notes. 


Case Number, Age. P.M. Notes on Sexual Organs, 
Lis: A.B, 32 Uterus and ovaries normal 
40. DR. 55 Uterus and appendages normal U 
41. 24 The Fallopian tubes showed evidence of tubercular 
disease 12 
56. 31 “The body was more of the male than of the 


female type.!8 The uterus is small, measuring 
but 6ems. from cervix to fundus. Cervix 
presents scars of old stellate lacerations. The 
arbor vite of the cervical canal is indistinct. 
The mucous membrane of the uterine cavity is 
anemic and atrophic. The vagina is atrophic. 
The ovaries are small and atrophic and recently 


ruptured follicles are not to be seen.” 


In Case 11 the ovaries are reported as normal macroscopically, 
but it does not necessarily follow that its hormonic activity was 
normal. A normal ovary of a patient of 55, as in Case 40, must, 
necessarily, be atrophic, and this is supported by the history of the 
case which states that the disease commenced seven years after the 
menopause. 

Case 56 presents very important evidence, for here are found 
small atrophic ovaries without trace of recently ruptured follicles 
a proof of diminished hormone production—and the result of this 
on the patient is shown by the general form of the body being more 
male than female. Unfortunately it has not been possible to 
ascertain if this woman suffered from amenorrhoea before the onset 
of the disease. 

Table 5 gives the course of the labours and puerperia of those 
who were known to be suffering from the disease prior to their 
confinements, 
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TABLE V. 


Case Number, Labour. Puerperium. 
lL. We. s. Normal Normal 
Ly. AS Normal Temperature varied from 102° 
105°. Died on 190th day 
12. Bi. oH. Severe P. P. H. (had had Normal 6 


floodings after previous 


labours, but this was the 


worst). 
16 me Normal Normal at first; died some 
months later, 
18, Normal Normal 
19. Normal, rapid Normal; left hospital on 12th 
day 


Abortions occurred in only three cases and a premature labour 
at the seventh month in one case. | 

In two other cases, Nos. 18 and 50,° pregnancy occurred during 
the disease. Nothing is known of the labour or puerperium in 
either of these cases, The after history of Case 50 is also unknown, 
but letters addressed to patient No. 18 having been returned 
unclaimed, death may be presumed. This gives three deaths in 
eight cases, but in case No. 11 the condition of the patient was so 
bad before delivery, owing to implication of the spinal cord, that it 
is exceptional. Even excluding this the mortality is 25 per cent., 
which is very high. 

All the six reported labours were normal, but that in Case 12 
was complicated by severe post-partum hzemorrhage, This com- 
plication should always be anticipated on account of the liability to 
haemorrhages in this disease. 

No conclusions can be drawn from the three cases of abortion, 
for in only one did it occur definitely during the presence of 
Hodgkin’s disease, and in this case took place during an inter- 
current infection by influenza, 

The outlook for the labour itself, then, in these cases is good, 
but the ultimate prognosis is poor. 

But in such a case as No.1,in which the disease is apparently not 
very advanced, and the treatment with arsenic and X-rays is keeping 
its progress in check, it appears that in the intervals between child 
bearing, while the ovary is functioning normally, the patient is in 
good health. As soon as the hormonic activity of the ovary is 
checked by pregnancy, the disease progresses again. 

Arguing from this, it would appear that when Hodgkin’s 
disease is diagnosed in its early stages and in the early months 
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of a pregnancy, it is advisable to empty the uterus, to allow the 
ovary to return to its proper function and to employ the means 
already stated to treat the existing disease. This statement is 
supported by the facts stated in connexion with the natural abortion 
in Case tin 1920, after which the glandular involvement disappeared 
in a few weeks. Further, the woman should be warned of the 
dangers of future pregnancies. 

If Hodgkin’s disease is advanced the termination of the 
pregnancy would probably be too late, and if the pregnancy is far 
advanced it is likely that the outlook in an artificially produced 
puerperium would be no better than if the patient were allowed to 
go to term. 


CONCLUSIONS. 
1. Oligomenorrhoea is a symptom of Hodgkin’s disease and is 
not produced only by the anzemia present. 
2. When early Hodgkin’s disease and early pregnancy occur 
together the pregnancy should be terminated. 
3. Possibly Hodgkin’s disease occurs, in the female, chiefly 
when there is a hypo-function of the ovary. 


I thank most gratefully Dr. J. EF. Gemmell for his kindness in 
bringing Case No. 1 to my notice, and the following gentlemen for 
allowing me to investigate their cases :—Prof. Hill Abram, Drs. 
R. J. M. Buchanan, John Hay, Murray Bligh, and Pemberton, Mr. 
KK. W. Monserrat, all of Liverpool, and Dr. Henry M. Bowing 
of the Mayo Clinic. 
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Note on the Relative Merits of Operations on the Round 
Ligaments for Retroversion of the Uterus, with a sug- 
gestion for a procedure for increasing the scope and 
usefulness of the Alexander-Adams Operation. 


By JAMES HaiG FerGuson, M.D. (Edin.), F.R.C.S.E., 
Gynecologist in the Royal Infirmary, Edinburgh; Physician, the 
Royal Maternity Hospital, Edinburgh. 


IN considering the various methods at our disposal for dealing 
with cases of retroversion of the uterus (using the term in a wide 
sense to include retroflexion) which require treatment, it seems to 
me that it is a good thing to revise from time to time the respective 
merits of the operative procedures which are at our disposal, and 
to weigh their advantages and disadvantages in the light of the 
varying conditions calling for interference, and of our experience 
of the efficacy of any particular procedure, both in its immediate 
and more remote results. 

Pessary treatment is little more than palliative in retroversion, 
except in cases of retroversion in the puerperium, when a pessary, 
judiciously applied and worn till involution is complete, not 
infrequently effects a cure. Pessaries are, however, of no avail 
unless the uterus can be completely replaced bimanually, and 
therefore, their use is somewhat limited, and in any case, their 
continued use is often annoying and irksome to the patient. 

Not every retroversion requires treatment, but one may broadly 
say that fixed retroversions, retroversions associated with some 
degree of prolapse, and those associated with a bulky uterus, all 
demand attention; also uncomplicated retroversions, associated 
with sterility, in which no other cause for the sterility can be 
detected. It must always be remembered that associated pelvic 
inflammatory mischief may be the chief cause of symptoms in cases 
in which retroversion is also present. Keeping all these points in 
view, there is no question but that in a certain number of cases of 
retroversion some operative treatment is called for, 

A form of suspension operation, utilizing the round ligaments 
for the purpose, is now generally regarded as being the best means 
of keeping the uterus forward in women of child-bearing age. 
The operation of ventrifixation should, in my opinion, be reserved 
for women beyond the child-bearing age, or who have been rendered 
sterile by the removal of the tubes and the ovaries for disease. 
Ventrifixation is, moreover, an operation more useful as one of the 








) 


Operations on the Round Ligaments 383 
procedures for the cure of prolapse than for mere retroversion. It 
is important to have a clear idea of the role of the round ligaments 
in normal circumstances so as to judge how they can be utilized for 
keeping a previously retroverted uterus in a permanent position of 
anteversion. The round ligaments are muscular structures which 
grow with the development of the uterus in pregnancy, and in 
normal conditions return to their former size during the puer- 
perium. If the uterus is retroverted they manifestly must be 
increased in length, and, for the time being, must cease to function, 
What is their normal function? Evidently, if there were any 
great Strain put upon the ligaments they would tend to stretch, and 
as a matter of fact, when one examines them in the abdomen, 
they are normally under no tension, and when the uterus is lying 
anteverted they are quite slack. It is therefore evident that they 
do not keep the uterus forward by mere traction; they normally 
act as a delicate hair-spring, so to speak, and when of normal length, 
by their gentle restraining action on the fundus, they just keep 
the balance of anteversion, which enables the intra-abdominal 
pressure to act on the posterior uterine wall, which is the main 
factor in keeping the body of the uterus forward. The associated 
action of the utero-sacral and broad ligaments must not be forgotten 
in the important part they normally play in the general synergy 
of concerted ligamentous harmony. If the uterus, for some reason, 
becomes retroverted, the round ligaments must have become 
abnormally long, and the intra-abdominal pressure acting on the 
anterior wall keeps up retroversion (acting as a destructive force), 
apart altogether from the possible subsequent development of 
adhesions and increased bulk of the uterus. Clearly, therefore, 
before the uterus can be restored permanently to its normal position 
it must be physically replaced and brought forward, and before 
the round ligaments can resume their normal rdéle, they must 
again be restored to their usual length, either by contraction, as 
after pregnancy, or by some operative means. It is therefore sound 
surgery to take steps to shorten them as in the various operations 
devised for the purpose. It is further to be borne in mind that 
the strongest portions of the ligaments are those within the 
abdomen. The round ligaments in the inguinal canals are often 
attenuated and feeble, and are undoubtedly the weakest parts. 
Another important principle in dealing surgically with a retro- 
version is that the means adopted should lead neither to 
embarrassment in gestation nor difficulty in parturition, and that 
the effects of the operation should not be vitiated by subsequent 
pregnancies. In view of all these facts let us consider the 
advantages and disadvantages of the operations on the round 
ligaments, designed to keep the uterus approximately in a condition 
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of anteversion, with free mobility as in normal circumstances. 
These operations are divided into intra-peritoneal and extia- 
peritoneal, There is, however, a possible combination of both, 
which | am about to describe, and which, | think, has great 
advantages. In all cases where the round ligaments are operated 
on, by whatever method, to correct a retroversion it is essential 
that the pelvic floor if damaged should be repaired by a plastic 
operation, 

The accepted intra-peritoneal operations are two in number, 
namely, Gilliam’s operation and the Baldy-Webster or sling 
operation. I need not enter into the details of these operations ; 
they are sufficiently well known. The advantage of opening the 
peritoneal cavity is that one is enabled to recognize and deal with 
pelvic disease and liberate adhesions when present. The great 
feature of Gilliam’s operation is that it utilizes the strongest portion 
of the ligaments, and sidetracks, so to speak, their weak portions, 
which lie in the inguinal canals. The original Gilliam’s operation, 
which consists in pulling a loop of each round ligament directly 
through the aponeurosis outside each rectus muscle, leaves three 
pockets in the anterior portion of the pelvis, in one or other o/ 
which a coil of intestine may possibly become entangled, and thus 
lead to obstruction. I have, however, never seen an instance of 
this occur. To avoid this danger it is now proposed to introduce 
the perforating forceps in such a way that it is inserted between 
the layers of the broad ligament, close to the internal abdominal 
ring. This device avoids the formation of the side pockets, but 
is liable to lead to hamatoma of the broad ligament, owing to 
injury to one of the veins, which may produce troublesome 
consequences, and is, therefore, not without danger. If the 
peritoneum of the abdominal wall is attached by a couple of 
catgut stitches to each ligament after it is pulled directly through 
the aponeurosis, no opening is left through which the bowel might 
slip, and the method of passing the perforating forceps between the 
layers of the broad ligament is quite unnecessary. Gilliam’s 
operation, when successfully performed, certainly keeps the uterus 
well anteverted, but I have seen some cases in which it failed to 
stand the strain of pregnancy. It has always seemed to me that 
it leads to a certain amount of want of mobility of the uterus. 
I have never felt very enthusiastic about Gilliam’s operation, and 
regard it rather as a faute de mieux. Moreover, it is often followed 
by severe pain, lasting frequently for several days. 

The Baldy-Webster, or sling, operation is one which has the 
advantage of simplicity, and, I might also add, picturesqueness. 
It is founded, however, on a bad principle, as it puts out of court 
the main portion of the strongest part of the round ligaments, 
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which, to my mind, is a great disadvantage. | have considerable 
doubts as to how this operation will stand the strain of subsequent 
pregnancy. 

The other methods which have been recommended ‘rom time to 
time for shortening the round ligaments intraperitoneally have all 
been found wanting, and are no longer advocated or practised. 

The extra-peritoneal method of shortening the round ligaments 
is the Alexander-Adams operation, 

This operation has fallen into disfavour, partly on account of its 
limited scope, of the difficulties sometimes experienced in finding 
the ligaments which have discouraged many operators, of its 
having been done so frequently in unsuitable cases with disappoint- 
ing results, and also no doubt on account of the greater freedom 
and safety with which the surgeon nowadays deals with the 
peritoneal cavity than was the case in bygone years. It is true that 
the operation is performed in a sense in the dark, as there is no 
visual examination of the pelvic organs, but that difficulty can be 
greatly discounted by a previous careful bimanual examination, il 
necessary under an anvesthetic, which in most cases enables an 
experienced gynecologist to get a fairly accurate idea of the pelvic 
conditions. 

The indications for the operation are distinctly limited, for if 
there is any pelvic complication such as a fixed retroversion, or 
when there are diseased tubes or ovaries in addition to the retro- 
version, it is quite clear that it would be absurd to attempt it. 
The original Alexander operation, therefore, at present competes 
mainly with pessary treatment, and is indicated chiefly in retro- 
version combined with sterility, or when a pessary, while manifestly 
giving relief to the patient when wearing it, is irksome or annoying 
to her on account of the constant supervision it entails. If the 
retroverted uterus is large and heavy and with a tendency to 
prolapse it is not a good indication for Alexander’s operation, and 
in such cases preliminary treatment by pessary and otherwise (e.g., 
curettage, trachelorrhaphy, perineal repair, etc.) is usually advisable 
before resorting to the operation. A prolapsed ovary associated 
with retroversion is not necessarily a contraindication to Alexander’s 
operation. If the ovary is raised up when the uterus is replaced, 
the operation may be quite successful, and I have seen several 
instances in which complete clinical cure resulted in such cases. 

Even in the limited number of cases in which this operation is 
indicated, I have been so impressed with the uniform good results 
that I strongly feel that its usefulness should, if possible, be 
extended. 

In a series of about 100 cases treated by this method in recent 
years (not including my earlier cases, most of which I have lost 
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sight of) the results have been consistently good. | have seen no 
instance in which there has been a recurrence of displacement ; 
in only one instance did I fail to find the ligaments, and that was 
on one side only. I shortened the ligament on the opposite side, 
and to my surprise the result was satisfactory so far as the retro- 
version was concerned, though the uterus lay considerably to one 
side, 

I have not seen any case of subsequent hernia developing. In at 
least 12 cases pregnancy occurred (after previous actual or relative 
sterility) —in one case three subsequent pregnancies took place, and 
in none of these cases was there any recurrence of retroversion. 
My remote results have not been so uniformly good after Gilliam’s 
operation, as I have seen several cases in which displacement 
recurred, two after pregnancy. Possibly this may have been due 
to faulty technique. IL have only once had to open the abdomen 
after an Alexander operation, and that was for an ovarian cyst 
some years later, 

The technique | adopt is a transverse incision (as first suggested 
by Brewis) between the two pubic spines, and slightly above them, 
exposure of One external ring at a time by retracting alternately 
each angle of the wound. Special care is taken to get complete 
hemostasis during all the steps of the operation, as if the tissues 
become stained with blood the round ligament is more difficult to 
recognize. It is generally an advantage to open up the inguinal 
canal for a short distance as this enables one to find the ligaments 
more readily and quickly. (1 should have said that previously 
the uterus must be completely replaced by bimanual manipulation 
and a pessary introduced to retain it in position.) The round 
ligaments having been drawn out of the canals to a_ sufficient 
distance and held taut by catch forceps, the strong upper portions 
are lying in the inguinal canal. The question of how much 
traction to apply is very much a matter of experience. It is a 
good plan before fixing them to pull alternately on each ligament, 
and when that is being done the fundus uteri can be felt by one’s 
assistant through the aponeurosis just above the symphysis pubis, 
rolling from side to side. The thick portions of the ligaments are 
then secured by catgut stitches in the inguinal canal, which is at 
the same time closed by a modified Bassini operation. | generally 
use a continuous suture for the purpose, the first layer including 
the internal oblique, the ligament and Poupart’s ligament in its 
bite, and the second closing the aponeurosis of the external oblique. 
The redundant portion of the ligaments are then cut off flush with 
the external rings. 

The advantages of the transverse supra-pubic incision (the length 
of which is not greater than the combined length of two incisions 
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over cach inguinal canal would have been) are that it is well away 
from the vulval orifice, and it is more easily dressed and is less liable 
to become infected than the lateral wounds would be. Moreover, 
lying as it does in the fold above the mons veneris, the scar 
becomes almost invisible, especially after the pubic hair has grown 
over it, 

The Alexander operation is the only round ligament operation 
which results in a natural pull on the ligaments; it is, therefore, 
anatomically and physiologically correct. Moreover, the strongest 
parts of the ligaments are utilized for traction, which is in accord- 
ance with common sense. 

It is interesting to observe when a new method is introduced 
how apt it is to be run to death, and regarded as a universal 
panacea —a very effectual means of bringing it into universal 
disfavour. It is recorded that when Alexander was asked on one 
occasion to demonstrate his operation to an American deputation he 
was unable to do so. Tle said he had sent out four assistants into 
the north, the east, the west and the south of Liverpool, and after 
an arduous search they had returned to him with the report that 
they had been unable to find one woman in that great city who 
had not had the Alexander operation already performed upon her! 
It is not recorded that such was the experience in Adams’ case. 
Doubtless, as one would expect, the Scottish caution so charac- 
teristic of Glasgow stayed his hand from such wholesale methods. 
lam glad and comforted to think, moreover, that Scottish caution 
is not entirely confined to Glasgow. 

The modification of this operation which | am about to describe, 
and which | have found successful, removes, to my mind, all the 
objections that have been raised to Alexander’s operation, and 
enables the operator to get all the undoubted advantages of the 
operation in every case when operative interference for retroversion 
(simple or complicated) is indicated. In many cases of uncom. 
plicated retroversion the preliminary bimanual examination, as | 
have said before, is quite sufficient to determine whether an ordinary 
Alexander operation is justified or not, but when complications 
are found or suspected, or when the operator has not sufficient 
faith in his bimanual examination, further information is essential. 
This can be secured by a combined intra- and extra-peritoneal 
operation. 

Goldspohn in 1898 first suggested such a combination. He 
opened the abdominal cavity at each internal ring and dealt with 
any pelvic complications by this route, subsequently completing 
the operation by shortening the round ligaments by the Alexander 
method. This procedure has very obvious disadvantages and risks, 
and I need not further refer to it. 
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Hirst, of Philadelphia, in 1915 advocated a combined intra- and 
extra-peritoneal operation, to which I am indebted to Dr. Browne 
for drawing my attention. [| had not known of his method till 
after | had practically written this paper. For a description of this 
operation | would refer those interested to Surgery, Gynecology 
and Obstetrics, 1915, xx, 599. Hirst describes it as an ideal 
operation, but it does not seem to have been generally recognized 
as such. The principles underlying his operation are sound, but 
it appears to me to be too drastic in its technique. 

He first of all, by a Pfannenstiel’s incision, passing through the 
whole length of both inguinal canals, and between the external 
abdominal rings, reflects the aponeurosis upwards. [le then 
isolates and pulls out the round ligaments to the necessary extent. 
The recti are then separated vertically in the middle line and the 
peritoneum also opened vertically. The uterus is brought forward 
and pulled out through the wound, the appendages and appendix 
being at the same time inspected, and dealt with as required. He 
then puts a single suspension stitch of catgut through the uterus 
and parietal peritoneum. The abdomen is now closed and_ the 
round ligaments are crossed over, doubled upon themselves and 
attached to the aponeurosis of the external oblique muscle, to 
Poupart’s ligament and to each other across the middle line. The 
upper flap of the aponeurosis is then drawn down and the wound 
closed in the ordinary way. a 

I venture to think that Hirst’s operation is unnecessarily 
complicated and severe, and it is sot so simple as the method I have 
independently carried out. [In his hands the results are no doubt 
excellent. — Fle relies on opening up the whole extent of each 
inguinal canal to find the round ligaments. In my method, as we 
shall see, the peritoneal cavity is opened first and the device of 
pulling on the round ligaments from above renders their recognition 
at the external rings comparatively easy with hardly any opening 
up of the inguinal canals at all. It seems to me to be wiser to free 
a fixed retroverted uterus through the abdomen first, before attempt- 
ing traction on the round ligaments through the canals, 

The combined method which I would submit to your notice is 
as follows : 

A transverse or slightly semilunar incision is made a couple of 
inches or so above the symphysis pubis with the concavity above 
(Kiistner’s incision) extending down through the fat to, but not 
through, the aponeurosis. The upper and lower flaps are detached 
from the aponeurosis, and a vertical incision is made either in the 
middle line or paramesially through the aponeurosis, and, after 
separating the recti muscles, vertically through the peritoneum. 
The pelvic contents are explored through this incision and 

















Fig. 1. Transverse incision two fingers’-breadth above symphysis 
pubis, showing skin and fat. (Kiistner.) 
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Fig. 2.-.U. Uterus brought forwards through vertical incision. 


External rings exposed. 
partially drawn out. 


On left side the round ligament has been 











Fig. 3. The round ligaments have been drawn out to the necessary 
length and cut short at the level of the external rings. On the Right 
side the shortened ligament is being secured in the inguinal canal. 
On the Left side the aponeurosis is completely closed over the canal. 


Notr.-- The ligaments are not cut short till the first tier of sutures 
is inserted. The catgut suture should not have been shown cut short 
at the Right external ring. 
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adhesions, diseased ovaries or tubes, and the diseased appendix 
when present are all dealt with as required, the retroverted uterus 
also being liberated if bound down. Personally, | prefer a right 
paramesial incision through the aponeurosis as affording easier 
access to the appendix in case it may require to be removed. 

The lower skin flap, which has already been partially detached, 
is now reflected still more and pulled downwards by a retractor. 
The external abdominal rings are then exposed and carefully 
defined, as in the method of doing the ordinary Alexander operation 
already described. The round ligaments are pulled out and 
shortened in the usual way. The operator can either sew up the 
peritoneum, recti muscles and aponeurosis before fixing the round 
ligaments in the inguinal canals, or preferably he can suture up 
the round ligaments first, before finally closing the abdomen. 

By this method, through one comparatively small wound, all 
the undoubted advantages of the Alexander operation can be 
obtained in every case in which operative interference for retro- 
version is required. Moreover, if by any chance the round liga- 
ments get torn and their proximal ends retract and cannot be 
recovered in the inguinal canal, or in the rare cases in which they 
cannot be found, the uterus can be fixed up intra-peritoneally. 

For the comfort of those who dread the difficulty of finding the 
round ligaments in the ordinary Alexander operation, | would 
point out that in this combined operation if the ligaments are gently 
pulled on by an assistant from the abdominal cavity their position 
can easily be recognized in the inguinal canal when the external 
rings have been clearly exposed. This removes and overcomes one 
of the main difficulties in quickly finding the ligaments, and greatly 
simplifies their recognition. 

This combined operation for retroversion may not be absolutely 
necessary in the absence of pelvic complications if one can be sure 
that none exist, but it is so simple and so satisfactory that | am now 
inclined to recommend it in all cases, complicated or uncomplicated, 
when an operation for retroversion is indicated. It makes, more- 
over, the performance of the Alexander-Adams operation easier, 
for the reasons explained, and effectually removes the main objec- 
tions to an excellent operation the stigma of working in the dark 
and with inadequate knowledge of the conditions in the pelvis. 

As a further consideration it does seem somewhat unnecessary, 
after the abdomen has been opened for the rectification of a retro- 
version, to perforate the abdominal wall in a new place when the 
round ligaments are, so to speak, staring one in the face when 
properly looked for at the external rings, and have practically only 
to be pulled upon to produce the best possible results. 
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Bacterial Infection of the Urinary Tract complicating 
Pregnancy and the Puerperium. 


By Joun Hewirt, M.B., Ch.B. (Glas.), 
Assistant Surgeon, Glasgow Royal Maternity and Womens’ Hos- 
pilal; Dispensary Gynecologist, Western Infirmary, Glasgow. 


(Working under the Medical Research Council in the Research 
Department, Glasgow Royal Maternity and Womens’ [ospital.) 


Introduction. 

This communication does not presume to discuss every aspect 
of its subject nor to review the results of the many investigators 
of the problems involved. It is essentially an abstract report of 
34 cases of urinary infection and a statement of the conclusions 
drawn from the observation of these patients. 


Nomenclature. 

In deference to modern tendencies the title of this paper has 
been made comprehensive, and includes infection of any part of the 
urinary tract by any organism whatever. In the cases to be 
described, however, the renal infection so dominated the clinical 
picture that the more convenient term ‘ pyelitis’ will be employed 
hereafter. Further, it may be stated at the outset that the only 
absolute methods of locating the lesion——viz., cystoscopic examina- 
tion and the passage of the ureteral catheter—were not employed. 
The diagnosis was established on the combined information afforded 
by symptomatology and urinary analysis in the manner detailed 
later. 


General Remarks on the Cases. 

All of the present cases developed during pregnancy : the only 
definite example of pyelitis arising during the puerperium which is 
known to me occurred in the consulting practice of Dr. S. J. 
Cameron, to whom I am indebted for permission to record details. 

From the tabulation of the age and parity of the cases, it appears 
that primigravide are very prone to this complication and_ that 


the majority of patients are between 20 and 30 years of age. 
TABLE I. 
20-25 years inclusive ies ve PAGRCASeS: 
26—30 years inclusive x; ee ee ON 4s 
31 years and over ... me ae Bas \ eee ep 
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TABLE II. 
Primigravidze My. nes ee ... 15 cases. 
2—5 Gravidee inclusive ... si on Pw 
6 Gravidee and over oe Fe Nae | Oty 


In two cases only did the symptoms manifest themselves before 
the fifth month of pregnancy. 


Classification. 

For convenience in description it is desirable to adopt some 
simple scheme of classification. In the present instance the cases 
have been grouped thus :- 


TABLE III. 


Severe or acute ... - 6 cases. 
Subacute ... a ves Sees 
Chronic... oe its 25 3 


Acute cases receive in all text-books the attention they deserve, 
but it is doubtful if the frequence and dangers of the chronic 
variety are sufficiently recognized. The above table demonstrates 
the preponderance of these cases; their dangers will be discussed 
later. 


ACUTE CASEs. 

The symptoms of acute fulminating cases are too familiar to 
need description, and are so dramatic that the fact that the patient 
is ill cannot be overlooked. Nevertheless, they are undoubtedly 
deceptive and the complication is frequently misdiagnosed. Burnett 
ascribes this circumstance to the following factors :— 

(a) The condition simulates closely many acute disorders of 
more common occurrence, é.g., appendicitis. 

(b) While in a severe case pus can usually be found in the 
urine in considerable quantities, it often happens that the ordinary 
routine examination reveals no abnormality. 

(c) By the rarity and unobtrusiveness of bladder symptoms, the 
attention is not specially directed to the urinary system, and conse- 
quently a thorough investigation of the urine by microscopic and 
bacteriological methods is omitted. 

The following cases illustrate some of the diagnostic errors 
which have occurred in our series, 


EXAMPLES OF MIS-DIAGNOSIS. 
Appendicitis. 
The most usual mistake is to regard the case as one of 
appendicitis. 
Case 31. Mrs. R. Age 29. 9th Gr. Six months pregnant. 
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The patient complained of pain in the back and appendix area. 
She was sent to a general hospital where the appendix was removed. 
This procedure did not relieve her symptoms, and she was trans- 
ferred to this hospital six days after operation. [Examination 
revealed numerous pus cells and coliform bacilli in’ the fresh 
uncentrifuged drop of urine. She was put on appropriate treatment 
and responded at once, 


Influenza. 

Case 34. Mrs. J. Age 32. 3rd Gr. 7}months pregnant. 

This patient brought with her the following letter from her 
doctor : ‘* Seen first of all 13 days ago. Temperature 104, pulse 130. 
Pains all over. ?Influenzal. Also marked cystitis. Treatment 
relieved both conditions but temperature and pulse have continued, 
ranging from 100° to 102° daily. Marked vomiting and albumen 
+ + all the time. About 75 months pregnant. Complains of 
burning pain in the epigastrium. Quantity of urine daily 1} pints. 
Not much pus in the urine but definite albumen.”’ 

The patient had severe tenderness over the renal area posteriorly 
and over the appendix area in front. She responded at once to 
treatment, her urine being sterile at the end of 14 days. 


Threatened Miscarriage or Premature Labour. 

The colicky pain often accompanying pyelitis may lead to this 
error not only in the primary diagnosis, but also in known cases 
of the disease. 

Case 25. Mrs. FP. Age 20.) 2nd Gr. Five months pregnant. 

For two days before admission the patient had had pain in 
the lumbar region, headache, vomiting, and frequency of micturi- 
tion. ‘The pain was of a spasmodic nature and the case was sent 
in as one of threatened miscarriage. On examination the os was 
found closed, and no bleeding was noted. The urine was acid, 
S.G. 1020; abundant pus and albumen were present. Morphia was 
given to relieve the pain and appropriate treatment was instituted. 
Within 24 hours the patient was much more comfortable, and in 
48 hours was free from all symptoms, 

A similar error occurred in hospital. A patient in the Ante-natal 
Department, known to be suffering from pyelitis, complained of 
severe spasmodic abdominal pain. She was sent over to the labour 
ward without examination, as it was presumed that labour had 
begun. The os, however, remained undilated. After a time: the 
patient passed a large quantity of pus-laden urine, and the pain 
quickly subsided. 

Biliary and renal colic, pleurisy and pneumonia have all been 
diagnosed in error, but not in any case of the present series. 
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Malaria in some countries must be borne in mind in the differen- 
tial diagnosis, but rarely in Britain. Dr. Nicol, of Gourock, 
however, has told me of the following incident in his practice. 

He was called one day to see two patients, both seven months 
pregnant, both complaining of abdominal pain and running a 
high temperature. One case proved, on investigation, to be pyelitis, 
the other (who had previously been abroad) proved to be a recur- 
rence of malaria. The temperature is in some cases very suggestive 
of this condition, as the following chart demonstrates (Chart No, 1), 
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(Chart No. 1.) 


Cerebral symptoms may lead to much confusion, as they are 
not common in pyelitis. Cowan reports two cases of this nature. 
One, a female, was highly fevered and delirious, the other, a male, 
was apathetic and stupid. Throughout his residence in hospital his 
temperature was normal, and he had no symptoms referable to the 
renal system. 

In this series of cases there are two examples of this kind, 
of which the following notes illustrate the main features : 

Case 15. Mrs. A. Age 26. 4th Gr. Eight months pregnant. 

Four days before admission the patient was seized with acute 
pain in the right side, and severe headache developed. Her pulse 
and temperature were elevated. On admission she was flushed, 
restless, and complained bitterly of abdominal pain. 
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During her second night in hospital she became so violent 
that bromide and morphia failed to quieten her. This state 
continued during the next day, when the morphia was repeated 
regularly. In the afternoon she was wildly maniacal, and was 
transferred to an observation hospital. Hlere she remained in her 
excited condition for two weeks, at the end of which period she 
delivered herself of a premature child. Four days later she was 
quiet and afebrile. She has reported to me since and has continued 
in excellent health, 

Delirium accompanying a high fever is of course not surprising, 
but in this case the violence was equal to that in acute mania. It 
is still more curious to note mental symptoms apart from fever as 
in the following chronic case : 

Case 9. Mrs. M. Age 22. 2nd Gr. Five months pregnant. 

On admission, was mentally dull, and refused food. Pulse and 
temperature only very slightly elevated. Her friends stated that 
two weeks ago she was forced to go to bed. She had no special 
complaint, but they noted that she was apathetic and listless. 

The urine contained abundant pus which did not diminish under 
treatment with hexamine, neither did the mental condition improve. 
Accordingly labour was induced. The patient left hospital 12 days 
later very much improved. 

After dismissal she went on holiday, and her progress was 
remarkable. Three months later she returned of her own free will 
to thank us for our assistance, and so altered was she in behaviour 
and appearance that no one recognized her. 

Puerperal sepsis was diagnosed and certified by the practitioner 
in the case seen in consultation by Dr. S.J. Cameron. Dr. Cameron 
found the affected kidney much enlarged and removed it by 
abdominal operation, The excised organ was virtually a sac of 
pus, and resembled in shape and size a small Rugby football. 
Recovery was speedy after operation. 


SUBACUTE CASES. 

These present in a minor degree the same symptoms as the 
fulminating variety. In one case | had the opportunity of 
observing the phenomenon of pus retention in a most obvious 
manner :— 


Case 2. Mrs. J. Age 42. 17th Gr. Six months pregnant. 
This patient complained on admission of a lump on her right 
side, but no such swelling could be felt. Her urine was loaded with 
pus, but she had no pain. From time to time during her residence 
in hospital the right kidney became enlarged. The urine in this 
interval was free from pus, but severe pain was experienced by the 
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patient. In a day or two the swelling subsided, the pain passed 
off and a large quantity of pus appeared in the urine. This cycle 
was repeated several times, as indicated in the chart (Chart No, 2). 
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(Chart No: 2.) 


CHRONIC CASEs. 

It has previously been stated that acute cases of pyelitis cannot 
be entirely overlooked, although they may readily be misdiagnosed, 
The danger in the mild cases is that they escape detection altogether. 
This is regrettable, inasmuch as such cases are relatively frequent, 
and their consequences, as will be shown, are more serious than 
might be expected. 

In the majority of mild cases the chief complaints are pain in 
the back (commonly referred to by the patient as lumbago), 
frequency, and less often pain, in micturition. There is little febrile 
disturbance and little elevation of the pulse-rate. Most of the 
chronic cases in the present series ran their complete course without 
the temperature rising above 100°; in the remainder it never 
exceeded 101°. 

Such cases are characterized by an insidious onset. As a rule 
the patient has had indefinite symptoms, such as headache, malaise 
etc., for at least one or two weeks before she comes under 
observation, 

Some of these cases appear to represent very mild infections, 
others are ‘chronic’ almost in the sense in which syphilis and 
tubercle are chronic. They are slowly progressive disorders, 
unassociated with much febrile disturbance, free in their course 
from dramatic incident, yet cumulative in their effects and attended 
by serious consequences, 
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Rapid improvement ensues when proper treatment is instituted, 
but often even after all symptoms have subsided bacilluria still 
remains. The importance of this fact will be emphasized in due 
course, 


I;XAMINATION OF THE URINE. 
Nature of Investigation. 

In all cases of pyelitis the final and conclusive factor in diagnosis 
is the information obtained by examination of the urine. These 
tests may be considered as of two kinds—(1) the physical and 
chemical, (2) the microscopical and bacteriological. 


1. Physical and Chemical. 

In the vast majority of cases of pyelitis, the ordinary physical 
and chemical examination reveals no abnormality. Not 
uncommonly albuminuria is detected in the severe cases, but it is 
seldom a prominent symptom of the mild variety. Hence in all 
doubtful cases recourse must be had to microscopical and 
bacteriological methods. 


2. Microscopical and Bacteriological. 

From the diagnostic point of view the nature of the epithelial 

cells present is of no consequence. The essential features are :— 
(a) The bacterial content. 
(b) The presence of pus cells, 

(a) The bacterial content. According to Grandwohl and Blaivas 
‘freshly voided urine from normal persons is free from bacteria,”’ 
but this statement cannot be accepted. From the tables appended 
it is apparent that even a catheter specimen of urine is rarely sterile. 


TABLE IV. 


Other 
Observer. -atients. Sterile. Coliforms. Staph. albus. organisms. 
Panton. 100 Various 18%, B. Coli 7% 52%, (alone) 
(various B. Proteus 6%, 
conditions) Others 1%, Omitted 
Panton. 100 Males — B. Coli 8% as 
(gonorrhceal) 
unimportant 
Gough. 100 Females 30%, 12% 56% 
(gynzecol.) in 
Leith Murray. Females — 25% (or +) — present 
Hewitt. 100 Females 32% 30%, 35% investigation, 


(pregnant) 
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Accordingly Leith Murray’s statement that ‘‘in the absence of 
pus there is no real pathological significance in the demonstration 
of coliform organisms in female urines’’ may be accepted as 
correct, and may be extended to include most bacteria. 

(b) Presence of pus cells. Findlay takes as his criterion for 
pyelitis the presence of pus cells and organisms in a single drop 
of fresh uncentrifuged urine (placed under a cover-glass and 
examined under a dry objective). 

The following are the results I obtained in testing the accuracy 
of various standards : 


TABLE V. 


Culture of Fresh 
Culture of Film of Fresh Uncentrifuged 
50 Urines Centrifuged Centrifuged Uncentrifuged Drop under 
(unselected). Drop. Drop. Drop. Coverglass. 
Result. Positive in Pus cells Positive in Pus cells 
32 cases. or 19 Cases. and 
Organisms Organisms 
present in present in 
24 cases. I case.* 


These results indicate that : 

(1) It is erroneous to diagnose pyelitis by microscopic and 
bacteriological examination of the centrifuged drop, as_ positive 
results are frequently obtained in normal cases. 

(2) Similarly it is fallacious to regard as pathognomonic a 
positive result from culture of an uncenlrifuged drop. 

(3) The most accurate laboratory indication of pyelitis is the 
presence of pus cells and organisms in a single fresh drop of uncen- 
trifuged urine. These can be demonstrated under a dry objective 
by judicious manipulation of the substage apparatus. 

Accordingly the author would emphasize that the diagnosis is 
best made by the simple test described and that the use of the 
centrifuge is unnecessary and misleading—a fact of much impor- 
tance to the general practitioner who cannot readily work in 
conjunction with a laboratory. 

Pus cells may not be found in the fresh drop of urine in cases 
of pyelitis in certain circumstances :— 

(a) In the very early stages. 

(b) In cases of temporary pus retention in the renal pelvis. 

(c) In very chronic cases of long duration. 

(d) When the patient has been partaking of large quantities of 

fluids before the specimen was taken. 

*This patient proved on further investigation to be a case of chronic pyelitis which 


was undiagnosed until by chance this specimen was examined as one of an unselected 
series, 
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Organisms in Pyelitis. 


In contradistinction to what obtains in the normal bacteriology 
of the urine in which staphylococci are preponderant, the organisms 
most commonly present in cases of pyelitis are coliform bacilli. 
The table indicates the relative numbers in 31 of our cases. 
(In the first three cases the organism was not isolated as_ the 
Laboratory was not then in existence.) 


TABLE VI. 


Coliform (alone) ri 3; - ee | 
Coliform and Sti iphylococci 2 
Coliform, Staphylococci and Streptococci re I 
Coliform and Streptococci 2 


Coliform, Streptococci and Diphtheroid bacilli 1 


Total containing Coliforms ... i, Be 
Staphylococei and Streptococci ... oars bcos “SH 
Total a1 


TREATMENT. 
Urinary Antiseptics. 

In the present series the first 19 patients were put on to gr. 
doses of hexamine and acid sodium phosphate four-hourly, and 
where there was a large amount of pus the bladder was irrigated. 
The patient was encouraged to drink liberally, but her diet was 
restricted, 

The results obtained by this treatment were extremely bad, as 
may be observed from the following tables :—- 


TABLE VII. 


Total number treated by hexamine  .., sie WO 
Acute cases ee ans Sl es 4 
Subacute cases she Sy ae 
Mild cases he : 5 <i Eg 


nd 


TABLE VIII.—REsuLtTs IN ACUTE CASES. 
Pregnancy continued to term .. ce eso 


Child. alive 


n 


Premature labour 
Child. stillborn 1 
Child. alive I 
(died in hosp.) 
Child. stillborn o 


Induction (after failure of medicinal measures) 1 
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TABLE IX.— RESULTS IN SUBACUTE CASES. 


Pregnancy continued to term re O 
Child. live-born 1 
Premature labour ... aise eee Ga 


Child. stillborn 1 


TABLE X.—RESULTS UN CHRONIC CASES. 


Pregnancy continued to term... er tee 
Child. alive l 
Premature labour ... 7: aes bea yas a 


Child. stillborn 1 

Child alive 1 (lived 
Induction —,.. oe ae aes ee a few hours only). 

Child. stillborn 2 


Pregnancy interrupted in... ae ... 11 out of 19 cases. 


Treatment by Alkalies. 

Such results are obviously unsatisfactory, and accordingly the 
use Of urinary antiseptics was replaced by the administration of 
alkalies as recommended by Frank Isidd. 

We prescribe 60 grains of sodium bicarbonate and 20 grains of 
potassium citrate to be given two-hourly for several days, after which 
the interval is increased to four hours. The patient is compelled 
to drink large quantities of water (34 with each dose of alkali), 
and in addition she is encouraged to take lemon drinks. 

As a rule the pain passes off (even in the acute cases) within 
36 or 48 hours, and the temperature and pulse-rate fall rapidly and 
become normal in about four days. 

At the end of a fortnight hexamine is substituted, but care must 
be taken to withhold this drug until all symptoms have abated 
and the pulse-rate and temperature have been normal for some time. 
If this precaution is neglected, the symptoms return with great 
severity. In one of Kidd’s cases a fatal issue resulted. The 
following case illustrates the injurious effects of the too rapid 
substitution of this antiseptic. 

Case 26. Mrs. S. Age 25. 1st Gr. Five months pregnant. 

On admission the temperature was 103° and the pulse-rate 120. 
Severe pain and tenderness were present over the costovertebral 
angle. The urine was muddy. There was a history of frequent 
and painful micturition for three weeks. Recently symptoms had 
become more urgent. 

The patient was put on alkaline treatment, and the pulse-rate and 
temperature became normal in six days. By the 13th day in 
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hospital the patient was so comfortable that hexamine was 
prescribed, and it was decided that she might be allowed out of bed. 


The unexpected result is demonstrated in the chart (Chart No. 3). 
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Chart No. 3.) 


As a result of alkaline treatment the amount of pus in the 
urine rapidly diminishes, but the bacilluria persists for a considerable 
time. We rarely succeed in rendering the urine sterile before the 
patient leaves hospital, in which, however, she is retained until at 
most only a few pus cells are visible in a fresh drop. The woman 
is then dismissed and instructed to report at the out-patient depart- 
ment where she is kept on hexamine throughout the rest of her 
pregnancy. ‘This procedure is necessary to avoid recurrent attacks. 

The appended tables demonstrate the satisfactory results 
obtained by this method : 


TABLE XI. 


Total number of cases Si — te ans 
Acute cases 28% bine 2 
Subacute cases os af, I 


Chronic cases 1% ee C- 
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TABLE XII.-—RESULTs. 


Pregnancy continued to term... noe iin ke 
Premature labour (8 months alive) > ss I 
Induction... Pee ts ae 76 Bete” 2G 
Recurrences ov = ae aa ... 3(all in mild cases 


which failed to take 

hexamine regularly). 
Fe with premature labour... ize 20 
Still pregnant sia te $54 ea Cee. 


The benefit derived is more apparent when the results are 
directly contrasted with those obtained by the use of hexamine, 
thus :— 


TABLE XIII. Comparative RESULTS. 


Hexamine. Alkaline. 
Total Cases ae ar are Ary rang vee. AG 15 
Premature labour ae m <u a ee. I 
Induction ah eas “ies Pee we oe a fo) 
Children still-born or died in hospital ah Ae HA oO 
Pregnancy interrupted ie Lh ae ee. 1 
Acute Cases a Sa a | (a of im a 2 
Premature labour mr oe A = ...  3(1 stillborn) o 
Induction a . ? Jem mae oe 1 (died in o 
hosp.) 
Subacute Cases... ae white mee ae en 2 I 
Premature labour a ae: a ree ...  2(1 stillborn) o 
Induction ae a Tas r oe se 36 oO 
Chronic Cases ie, a are Ry a ose ORY 12 
Premature labour ins ae a oF. ..  2(1stillborn 1 


1 alive) (alive) 
Induction oe es ney ae oe ... 3 (2 stillborn o 
I alive, 
died in 
hosp.) 
Still pregnant .. ee ee iin @ 2 


Premature Termination of Pregnancy. 


Twelve of the 34 pregnancies did not advance to term. Prema- 
ture labour occurred spontaneously in eight cases, while in four 
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which failed to respond to medical treatment induction was 
performed. The details are as follows :— 


TABLE XIV. 


Spontaneous Spontaneous 
Premature Premature 
Labour in labour in 
Type. Induction. ist attack. 2nd attack. 
Acute I 3 G 
Subacute oO I I 
Chronic 3 I Za 
Total 4 5 3 


It is of interest, further, to note the period of the disease at which 
the pregnancy was interrupted :— 


TABLE XV. 


Induction. Cases. Period of Disease. 
Acute 1 At height of the disease. 
Chronic 3 At height of the disease. 
Subacute oO — 


Spontaneous Premature 
Labour during 


Ist attack. Cases. Period of Disease. 

Acute 3 At height of the disease. 

Subacute I At height of the disease. 

Chronic I After all symptoms had 
subsided. 


Spontaneous Premature 
Labour during 


2nd attack. Cases. Period of Disease. 
Acute Oo o 
Subacute I After symptoms had sub- 
sided. 
Chronic 2 One alter symptoms had 


subsided and one at 
home, therefore unknown. 


ILLUSTRATIVE CASE, 
Premature Labour during Chronic Altack—after all symploms had 
subsided. 

Case No. 24. Mrs. HI. 24 vears. 2nd Gr. Eight months 
pregnant, 

On admission, patient had a temperature of 100.4°, and pulse- 
rate of 120 per minute: she vomited repeatedly, Abdomen was 
enlarged to eight months’ size: L.O.A., foetal heart 134: foetal 
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movements distinct. The urine contained albumen and a macro- 
scopic quantity of pus. The accompanying chart (No. 4) shows 
the improvement under alkaline treatment and the occurrence of 
premature labour nine days after admission at a period when the 
patient appeared to have completely recovered. 
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(Chart No. 4.) 


RECURRENT ATTACKS. 


It has been pointed out that despite the immediate good results 
obtained by the exhibition of alkalies, bacilluria commonly persists 
long after the symptoms have subsided and pus has disappeared 
from the urine. Hence, while the primary attack is more success- 
fully treated by sodium bicarbonate and potassium citrate than by 
hexamine, the liability to recurrence remains. 

From clinical evidence it would appear that bacilluria may 
persist for years and initiate an acute attack of pyelitis under 
favourable conditions. Thus relapsing cases of this nature occur 
apart from pregnancy, while the following case illustrates recur- 
rence in successive pregnancies. 
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Recurrence in Successive Pregnancies. 


Case 3. Mrs. W. Age 25. 2nd Gr. 73}. months pregnant. 
During first pregnancy the patient had been treated in this 
hospital for pernicious vomiting in the early months. She was 
readmitted at the sixth month suffering from an acute attack of 
pyelitis which did not respond to medicinal measures and _ necessi- 
tated induction, 
At the commencement of this second pregnancy the patient was 
again subjected to severe hyperemesis from which she recovered. 
On admission at the seventh month she was thin and pale. A 
tender swelling was visible and palpable in the right renal region. 
The following is an extract from the letter sent by her doctor : 
“About a week ago commenced pain in right lumbar region : 
seen evening of 30th July, T. 100°, pulse rapid, pain and tenderness 
region of right kidney— diuretics, fluids, heat to side. 
‘31st July easier; urine abundant, pus, no blood. T. 100°- 
100.0", rapid pulse. Slight morning vomit. 
“ist Aug. Tenderness acute in right kidney region. ‘T. 100° 
100.8", urine rather scanty. 
‘“2nd Aug. Urine- pus abundant, no blood. Pain and tender- 
ness right kidney region acute and increasing. Vomiting more 
troublesome, sips of water retained : a.m., T. 100.8°, pulse 116—120. 
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(Chart No, 5.) 
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‘““ Patient is probably just past seventh month: apparently had 
some slight rigors early this week, but before that thought she was 
getting along well.”’ 

The routine hexamine treatment was instituted, but with no 
effect, and a week later labour was induced. Her _ progress 
before and after evacuation of the uterus is apparent from the chart 
(No. 5). 


Recurrence during same Pregnancy. 

This occurrence was noted in seven cases in the present series. 
Six of these were examples of the chronic type, the other case 
was of the subacute variety. 

The interval between the two attacks varied from two weeks 
to three months, but this period bore no relationship to the severity 
of the second attack. 

In two (chronic) cases the subsequent attack was more severe 
than the first; in four of the remaining five cases (three mild, 
one subacute) the second attack was less severe. The nature and 
severity of the second attack in the seventh (chronic) case is not 
known as the patient remained at home. 

The correlation between the intensities of the two attacks and 


the occurrence of premature labour during the second is shown in 
the table. 


TABLE XVI. 


Premature 
Type. Second Attack. Labour. 
Subacute Less severe 4 
Chronic More severe 
ess severe + 
- Less severe - 
Fe More severe - { Patients both at term when 
- ess severe - \ second attack occurred. 
? (at home) + : 


From these observations it is apparent that— 


(1) second attacks are relatively common ; 

(2) the subsequent attack may be either more severe or less 
severe than the first ; 

(3) premature labour is prone to occur during a second attack 
(3 in 7). 

(4) premature labour may occur during a mild second attack, 


while it did not occur in the course of a more severe 
primary attack, 
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Further, in the subsequent mild attack the premature labour 
may occur not during the initial manifestations, but after pulse and 
temperature have regained their normal state and when to all 
appearance the patient has perfectly recovered. This is comparable 
with the chronic case already cited (No. 24). 


These features are illustrated in the following cases : 
D> 


Premature Labour during a second (mild) atlack after symptoms 
have subsided, 


Case 8. Margt. P. 21 years. 1st Gr. Seven months pregnant. 


ist attack : The patient was in good health up till two weeks ago. 
Since then she has had pain in the back, loss of appetite, nausea, 
vomiting and sweating. On admission she looked ill. Eler pulse 
rate was 120 per minute, the temp, 101°, and the respirations 32 per 
minute. In addition she vomited frequently. 

During the first day the breathing was laboured and accom- 
panied by movements of the alz nase. -ler urine contained a 
haze of albumin, and microscopically pus and coliform organisms. 


The following chart indicates her progress :— 
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(Chart No. 6.) 
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2nd attack: The next attack was of a much milder character, as 
evidenced by the slow pulse-rate and absence of severe pain, 
vomiting, etc. Her symptoms had abated, and we were prepared 
to dismiss the patient, when she unexpectedly delivered herself of 
a living premature infant. 
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(Chart No. 7.) 
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Mild Primary followed by more severe second attack (no premature 
labour). 


Case 13. Mrs. W. Age 23. 3rd Gr. Three months pregnant. 


Ist attack: Two days before admission the patient was seized 
with pain in the left lumbar region and in the left groin. She 
stated that she had been passing an increased amount of urine. 
During her first period in hospital pulse and temperature were 
alike normal. 






































M. E.|M. £./M. €./M. E./M. &.1/M. €./M. €./M. €./M. €./M. & 
! ' ' ' : ' 
FAR. | | ; | | 
107-4 : : ; 
Ser eeee ee * Tea 
a Et Ppt 
1 12 W jw 
1054—* ! | is Us J =o 
pis dedede ae qi | ie | 
sol Iara ESN I ES toe ai 
See arre . ae eee 
‘ 
i] 
' 


















































(Chart No. 8.) 
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2nd attack: On readmission the patient had a temperature of 
100° and a pulse-rate of 120 per minute. She was obviously ill, 
but under treatment her symptoms subsided and the attack passed 
off without premature labour supervening. 
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Ii. = Enema. 
M.S. Magnesium Sulphate. 


Multiply last figure of temperature by 20 to obtain quantities of urine and fluids. 


(Chart No. 9.) 
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Measures taken to prevent Recurrence. 


In describing the treatment we now adopt in all cases of pyelitis, 
I mentioned that the patient is kept on hexamine after her first 
attack until pregnancy is completed. Several patients did carry out 
this injunction faithfully, and three of these had a recurrence. 
Should hexamine prove unavailing in this respect | propose to 
combine it with an autogenous vaccine. 


Additional Methods of Treatment. 


Vaccines. Vaccine treatment has not been employed alone in 
any of our cases, but it was used in conjunction with hexamine in 
two cases during pregnancy. No apparent benefit was noted, 
however, and, indeed, one of the patients was prematurely delivered. 

Other antiseptic measures, such as administration of flavine, or 
mercurochrome, or instillation of silver compounds into the renal 
pelvis, we have never used. 

Operative treatment. Neither have we during pregnancy had 
occasion to incise the kidney. In one chronic case, however, 
(Case No. 4) induction of labour was not followed by improvement, 
and the patient was transferred to the Glasgow Royal Infirmary, 
under the care of Dr. McGregor, who has kindly permitted me to 
add that he incised and drained the kidney. It was found necessary 
to open up the wound while the patient was in hospital, but the 
subsequent progress was good, and the patient was dismissed well. 
The accompanying chart (No. 10) shows the failure of hexamine 
and induction in this case. 

The only operative procedure we have employed is induction, 
which was performed only in cases which did not respond to drugs. 
Since instituting the alkaline treatment we have never had occasion 
to terminate the pregnancy, but prior to this innovation induction 
was practised on four cases. With the exception of the case quoted 
above, all the patients showed an immediate and striking improve- 
ment after the uterus was emptied, whether in the course of nature 
or as a result of artificial stimulation. The following chart is 
typical (Chart No, 11). 

In conclusion, I have to thank my former chiefs, Prof. Murdoch 
Cameron and Dr. A. W. Russell, for permission to report four 
cases which I studied as house surgeon under their guidance. 
[ have also to record my gratitude to my present chiefs, Dr. 
A. N. McLellan and Dr. S. J. Cameron, for permission to use 
their cases and for much clinical assistance in interpreting the 
phenomena observed. ; 
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The laboratory portion of the work was performed in the 
Research Laboratory of the Maternity Hospital under the Medical 
Research Council, and the expenses were defrayed by a grant 
from that body. 
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The Use and Abuse of Obstetric Forceps.* 


By Comyns BERKELEY, M.A., M.D., M.C.(Cantab.), 
F.R.C.P. (Lond.), 
Senior Obstetric and Gynecological Surgeon, the Middlesex 
Hospital; Senior Obstetric Surgeon, the City of London 


Maternity Hospital; Surgeon, the Chelsea Hospital for 
Women. 


INEFFICIENT TEACHING, 

I THINK it must be admitted that the very unsatisfactory position 
of the forceps operation to-day is due to inefficient teaching. It is 
not iair, as has often been done in the past, to shift all the blame 
on to the family doctor, and | feel that the teachers of obstetrics 
must shoulder their share of this responsibility, which, if anything, 
is greater than that of their pupils. That the teachers themselves 
are, however, not entirely at fault is obvious, for they have not the 
facilities to teach midwifery properly. In the end the responsibility 
for this inefficient teaching, in the past at any rate, must rest on the 
General Medical Council and the various examining bodies, who 
have it in their power to prescribe what rules and regulations they 
think fit. 

The majority of students when they get into practice are not 
going to operate, and yet, before they can sit for their final 
examination, they have to spend three months in the out-patient 
and six months in the in-patient surgical departments of their 
hospital, working under the direct supervision of the chiefs of these 
departments. The majority of students, however, are going to 
practise midwifery, and yet many of the examining bodies do not 
compel them to attend any midwifery cases in a hospital, and there 
is no rule that any of the twenty women they must deliver shall 
be delivered under the immediate supervision of the chief of the 
department. Not many years ago the obstetric house-surgeon 
used to take the pupil to his first two cases only, and he had to 
look after the remaining eighteen as best he could. Until lately 
it could be said without exaggeration that most men went into 
practice without ever having seen a woman delivered as she should 
be—that is, in suitable surroundings. 

The life or health of a patient may easily depend on the good 

*Opening paper on the discussion on ‘‘The use and abuse of forceps” in the 


Section of Obstetries and Gynecology. British Medical Association Meeting, 
July, 27, 1923. 
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or bad judgment of the medical attendant, and often does. In no 
instance, perhaps, is this fact more striking than in the practice of 
midwifery. It is recognized that the only way in which students 
can attain good judgment is by being given efficient teaching and 
ample opportunity in practical work, but whereas both efficient 
teaching and ample opportunity are always within the reach of 
every student when he is studying medicine and surgery, when he 
comes to study midwifery his opportunities for practical work under 
supervision are extremely limited. Although it is now the custom, 
at those hospitals which have maternity beds, for the midwifery 
pupils to take their first two cases under the supervision of the 
obstetric house-surgeon or sister midwife, [| believe, up to the 
present, only a few of the examining bodies insist on this. Apart 
from unavoidable complications, a bad result in midwifery is too 
frequently the result of bad judgment. Moreover, the only way 
to obtain a real knowledge of the bad results of midwifery. and 
among other things of the abuse of the forceps, is to attend the 
practice of the gynzecological ward, and yet this is not compulsory. 
More recently in some hospitals, it is true, the deans have refused 
to ‘‘ sign up ”’ students unless, and until, they have been in-patient 
gynecological dressers; but the General Medical Council did not 
insist on the students holding these posts, and the more cautious 
deans refused to adopt such an attitude. Most of the students, 
being aware of the fact that they only had to serve three months, 
either in the in-patient or out-patient deparment, chose the latter 
because it gave them less trouble. 

The bad results of midwifery are partly due to want of thorough 
teaching. If a man has not been efficiently taught midwifery 
he will, certainly at the commencement of his professional life, 
often have difficulty in determining whether a particular case of 
labour he is attending is normal or otherwise. The experience he 
accumulates is only at the expense of his patients, and in many 
cases women pay most dearly for doing their duty to the 
community, 

The whole difficulty in teaching obstetrics is that of obtaining 
sufficient material. There are far too few lying-in hospitals, and 
the few obstetric beds in general hospitals are often filled with 
difficult and abnormal cases. A medical practitioner can practically 
always get a bed for a medical or surgical emergency ; can he for 
an obstetrical emergency ? Certainly not, and vet the latter might 
easily be the more serious. In the medical and surgical wards 
one patient is available for the study of many students, but in the 
obstetrical wards one patient is only available for one student. A 
proper hospital obstetric service is an absolute essential to the 
efficient teaching of midwifery. 
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ANTE-NATAL TREATMENT. 

The true conduct of labour commences with ante-natal treat- 
ment. We shall all agree that although the forceps on occasions 
must be used and should be used, the less frequently this 
instrument is employed the better. The proper way, and one might 
almost say the only way, to accomplish such a reduction is by 
efficient ante-natal supervision. No doctor should agree to attend 
a woman in labour unless he is prepared to examine her on 
occasions between the time he books the case and the onset of 
labour, more especially in the last few weeks of pregnancy. 

If medical students were not taught abdominal palpation on 
pregnant patients in the out-patient department and patients in 
labour in the obstetric ward, would the majority of them, when 
they went into practice, know how to carry out abdominal palpation 
properly, or how to obtain accurate information from such palpation, 
or would they even take the trouble to palpate? [think not. In the 
past they ce rtainly had no such opportunities, and to-day these are 
very limited. Even now, it is not compulsory for a student to attend an 
ante-nata] department, always supposing there is one. Many men 
do not mind admitting that they are not always sure whether the 
head of the child is engaged or not, and yet the head remains the 
best pelvimeter we have got. Moreover, the better one is at 
abdominal palpation the fewer vaginal examinations one has to 
make. | fear | am not exaggerating when | say that many women 
start labour without their doctor havitig any real idea of how it 
will progress, because of this lack of ante-natal supervision. 

The forceps is used most frequently for inefficient pains and 
disproportion between the head and the pelvis. Proper ante-natal 
supervision, by getting the patient into as good a state of health 
as possible, can do many things to help the efficiency of the labour 
pains. Proper ante-natal examination will lead to the detection 
of gross disproportion between the head and the pelvis, of mal- 
presentation, and of those cases of minor contraction in which the 
head of the child is not engaged when it should be—a knowledge 
of which may easily avoid the abuse of forceps. 


THE OPERATION, 

And now let us consider for a few minutes extraction of the 
child by the obstetric forceps as a surgical operation, for a surgical 
procedure it is, and on occasions can be rightly termed a major 
operation. It differs from most other operations in that it is so 
frequently performed by men who do not otherwise operate. A 
man in general practice, unless he so desires, has very little need 
to perform the usual surgical operations, but many of the operations 
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in midwifery he has to perform whether he likes it or not. whilst 
the public expects him to use the forceps as a matter of course, and 
this, as I have said, without proper training. The medical man 
may be called upon to perform a difficult forceps operation the 
first night he is in practice, and in most cases he has no assistant to 
help him with the operation and no one but himself or the nurse to 
administer the chloroform; so that while as a fact his whole 
attention should be directed to the actual extraction, he has to 
occupy part of his time in administering the chloroform or seeing 
that the nurse is not giving too much or too little. In all surgical 
operations of a like severity the operator demands and expects 
proper assistance. In the usual surgical operations the patient is 
better off after the operation than before. With the forceps opera- 
tion the yeverse frequently obtains. 

In most surgical procedures which can be dignified by the name 
of an operation the surgeon has ample time to make all arrange- 
ments for the safety of his patient, and, moreover, is in Most cases 
well paid for his work. In the majority of the forceps operations, 
because of the absence of ante-natal supervision, or some other 
reason, arrangements are not made beforehand, and the doctor is 
certainly badly paid. As a fact the need for hurry really exists 
only in his own mind, and in most cases he has time to get assist- 
ance, but patients and midwives think that every doctor ought to 
be able to deliver a patient at once if he wants to do so. 

In the practice of a family doctor there are probably more 
emergencies of an obstetric nature than any other, and there ts 
scarcely any other operation in which more judgment is required, 
in which two lives are at stake, or in which the attendant has to 
make up his own mind without the help of a consultation. If a 
surgical operation of any severity is anticipated, the practitioner is 
able to call into consultation his old teacher, or some other expert 
in whom he has confidence and who is prepared and able to carry 
out efficiently any operation decided upon. In the majority of 
cases of obstetric emergencies he cannot do so—either he cannot 
get his patient into hospital, or the patient cannot afford expert 
advice. Moreover. he is supposed by his patient to do such thing's 
himself, and he will perhaps lose caste if he does not, while in many 
cases he has to act at once, as there is not time to obtain assistance 
even if such were available. As a matter of fact the forceps 
operation in unskilled hands is just as unjustifiable as any other 
operation in similar circumstances, and yet many doctors who 
would decline to perform operations of even a minor nature do not 
hesitate to use the forceps in difficult cases, or in many cases cannot 
help themselves 

Apart from the question of judgment, with strict attention to 
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asepsis and antisepsis a doctor, by carefully reading up the anatomy 
and method of procedure, can perform most operations without, at 
any rate, a disastrous result, but not so in obstetric surgery. It is 
impossible to sterilize the vagina, while normally the interior of the 
uterus in pregnancy and labour is sterile. It is therefore impossible 
to pass anything into the uterus, be it the fingers, hand, or the 
forceps, without potentially infecting it; and moreover, from the 
darkness, warmth, and serum present therein, it rivals in its ability 
to encourage the growth of pathogenic organisms any suitably 
prepared culture tube in a bacteriological laboratory. Moreover, 
although the microbes in the vagina may cause no harm, when 
they are transplanted to a suitable soil in the uterus death may 
result. 

If a non-operating practitioner contemplated performing a 
small operation and then found that a big one was necessary he 
would get help from an expert. The trouble is that, an ordinary 
pull with the forceps having failed, the doctor does not realize that 
he is up against something serious. He does not get help, but 
pulls all the harder. 

Again, it is not unfair to say that many men take infinitely more 
trouble over the smallest so-called surgical Operation than they do 
over the forceps operation. Indiarubber gloves are worn, the areé 
of operation, if covered with hair, is shaved, and it is prepared with 
some antiseptic, the parts concerned are surrounded with sterile 
towels, while the operator wears a_ sterilized overall, and the 
assistance of an anzesthetist is obtained. | agree that it may be 
impossible to obtain an anzesthetist, but there is no reason why 
rubber gloves should not be carried in every midwifery bag, and 
there is no difficulty in shaving the vulva or in applying an anti- 
septic. In the majority of cases are rubber gloves worn, or is the 
vulva shaved? | fear not; while the patient is delivered in a bed 
which perhaps sags in the middle, whereas she should be on a table, 
or at any rate on a bed which does not sag. The doctor may or 
may not have a sterilized overall, and the patient may or may not 
be suitably protected with sterile towels—in most cases not. The 
doctor may very likely reply : This cannot be helped—the patient 
cannot afford such luxuries; but Tam not dealing with the doctor's 
responsibilities, but with the abuse of the forceps extraction as an 
operation, 

The position of a nation depends upon the number and efficiency 
of its population. In the absence of sufficient hospital accommo. 
dation for lying-in women the local authority should be responsible 
for supplying the proper aids to childbirth. In comparison with 
other operations the forceps extraction is at a further disadvantage, 
for whereas the surgeon in practically all cases is able to carry out 
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the best treatment for the patient, the obstetrician may have no 
such choice, and he may not have had any opportunity of treating 
the patient until one procedure only is available, and that not the 
best. 

With the ordinary operation the surgeon is not influenced by 
the patient or her relatives trying to persuade him to operate ; on 
the contrary the strongest objections may be raised by one or the 
other. Hlow different is the lot at times of the doctor attending a 
confinement constantly being reminded that Mrs, So-and-so had 
instruments and the labour was terminated easily and quickly. 


MrCHANISM OF LABOUR, 

The abuse of the forceps operation may be regarded from quite 
a different point of view from that which | have dealt with up to 
now. | Normal labour consists of certain regular stages, and is a 
natural process, just as much as defecation and micturition, At 
times complications may intervene in any of these pliysiological 
acts, so that they become pathological; but it is in the case of labour 
only that such transmutation from the physiological to the patho- 
logical can be ascribed to the interference of the medical attendant. 
The mechanism of labour is arranged to get the best possible result in 
the shortest length of time. The child is not propelled downwards 
until the cervix is fully dilated, which dilatation Nature accom- 
plishes gently, slowly, and evenly, the contractions of the upper 
segment pulling the cervix over the head. Then as the head is 
advancing through the pelvis from the brim to the outlet its smallest 
longitudinal diameter, by the movements of flexion, internal rota- 
tion, and extension, is accommodated to the largest diameter of the 
pelvis, so that the pressure on the maternal and foetal tissues is 
reduced to a minimum, the head being moulded very slowly. In 
addition, as the child passes through the vagina the levatores ani 
are alternately stretched and relieved from = strain according to 
whether there is a ‘ pain’’ or not. 

The operation of the forceps extraction must always interfere 
with the normal mechanism, and in many cases does so very 
disastrously. If the forceps is applied before the cervix is fully 
dilated the dilatation is now more rapid, more forcible, and also 
uneven, while instead of the cervix being pulled up by Nature it is 
pulled down by the doctor, the total result being some injury to 
the mother, and often serious injury. Labour is more quickly 
terminated by the use of the forceps, otherwise the doctor would 
not be using this instrument. This means that with the forceps 
extraction insufficient time is allowed for the proper moulding of 
the head, and an unmoulded head is much more difficult to deliver 
because the diameter engaged is larger than it should be. Again, 
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unless the greatest care is taken during extraction to pull only when 
a uterine contraction occurs, the levatores ani will be unduly 
stretched —they will not be given that period of rest which Nature 
demands. Lastly, the movements of flexion, internal rotation, and 
extension are interfered with, especially when axis-traction forceps 
are not used, the delivery by the ordinary forceps notably causing 
premature extension of the head. 

My experience as an examiner to most of the examining bodies 
in Ingland has taught me that less attention is paid by students 
to the mechanism of labour than to any other subject in midwifery. 
1 cannot help thinking that the lack of interest in this subject 
remains with many of them for life, otherwise many emergencies, 
necessitating, as the practitioners think, the application of forceps 
would, like the old soldier, ‘* slowly fade away.”’ 

That the forceps is often used unskilfully is due to the fact that, 
in the past at any rate, a large number of men have not seen them 
employed before going into practice. The method of using the 
forceps is open to abuse. The instrument can be used as a tractor, 
compressor, rotator, lever, and stimulator. In my opinion the only 
warrantable use to which the forceps should be put is that of 
traction. Certainly there are better and safer ways of stimulating 
uterine contraction. — | presume none except the most ignorant 
would in these enlightened days think of using the forceps as a 
lever. All the cases which | have known in which such a use had 
been made of the instrument ended disastrously for the mother, 
either in fearful laceration or in her death. | know that many 
practitioners think that in cases of persistent occipito-posterior 
positions rotation with the forceps is a good method of treatment, 
and that it is often used as a first choice. In nearly every case, 
especially when the patient has been watched carefully in the early 
stages of labour, it is possible to rotate the head and shoulders with 
the hands. The child is certainly more likely to be injured by 
rotation with the forceps, and I have seen most serious laceration 
following such attempts on the mother. To use the forceps to 
make the diameter of the head smaller--that is, as a compressor— 
is absolutely wrong, This instrument must exert a certain amount 
of compression unfortunately, but this must be avoided as far as 
possible by allowing its handles to remain loose at frequent 
intervals. There remains traction, the one proper use to which 
this instrument can be put. [ven this use, however, is frequently 
abused. The force used should be strictly limited. If great force 
has to be used—and not infrequently one meets with doctors who 
state that they had to pull with all their strength, and perhaps with 
the aid of one foot against the bed—this is a sure indication that 
forceps extraction was not the correct treatment. 
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It is an abuse of the forceps to use it too soon or too late. The 
forceps should never be applied too soon—that is, before the cervix 
is fully dilated, either by Nature or, in cases of necessity, by hand, 
or, in cases of disproportion, before the head has had time to 
mould. To apply the instrument in exhaustion of the uterus, or 
after the death of the child, is to apply it too late. 

It is wrong to deliver the child quickly unless such is absolutely 
indicated. A siow delivery is not nearly so likely to injure the 
mother or the child. It is not fair on the forceps to use it before 
emptying the bladder with a catheter, neither is it fair on the 
patient. A vesico-vaginal fistula may easily result in the absence 
of such precaution, and yet I have heard some of my friends say 
that they are so apt to forget this that they always keep a catheter 
tied to one blade of the forceps. Lastly, if difficulty is experienced 
in applying the forceps by one who is accustomed to use this 
instrument, this is generally an indication that the case is not one 
really suitable for forceps but would have been better treated by 
some other procedure, 

Baudelocque remarked that the obstetric forceps was the most 
useful instrument that had ever been invented. | have been 
criticized for suggesting that this further supplication should be 
added to the Litany: ‘‘ From the obstetric forceps, good Lord, 
deliver us.’? So frequently, however, is this instrument used that 
one might be justified in thinking that for generations there had 
been a supplication: ‘* With the obstetric forceps, good Lord, 
deliver us.”’ 

The use of the forceps may be necessary in the interests of the 
mother or the child, but I take it that such action can only be 
justified if, in the first case, the mother is not worse off than before 
the forceps was used, and in the second, if the child is born 
uninjured, 

Advocates of the frequent use of the forceps maintain that the 
operation shortens the woman’s suffering and diminishes her risk, 
and also that of her child. It is true that the suffering due to 
labour pain is shortened, but is this worth the increased risk, 
nay, the certainty in some cases. of lifelong suffering from injury 
or infection, when it can be mitigated by far less dangerous 
remedies ? Then many assert that they get no tears, or less severe 
tears, when using the forceps. I doubt it. They may not recognize 
the lacerations of the cervix, or of the vaginal walls, and at any 
rate it is quite certain that the cardinal ligaments of the vagina 
otherwise known as Mackenrodt’s ligaments are always stretched 
when the forceps is used and the head is high up, and often badly 
stretched, leading to prolapse later. It is quite certain that it is 
more difficult to maintain asepsis if the forceps is used. 
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Those who seek to justify the frequent use of the forceps insist 
that there are three essentials: the first that the instrument shall 
be applied perfectly; the second that a far longer time than is 
usually employed shall be taken in effecting delivery ; and the 
third that only the smallest amount of force should be used. Very 
wise; but in every hundred cases of forceps extraction, in how 
many would these three essentials be maintained? And _ then 
there is the reservation that the doctor should be able to recognize 
every time he uses the forceps whether the case is suitable for this 
operation or nota consummation devoutly to be wished, but 
which, with the present system of education, is simply impossible 
to obtain. 

I need not enter minutely into the foetal injuries which may 
result in childbirth, whether the forceps has to be used or not. 
‘ardley Holland, in his investigations into the causes of death 
during delivery, observed that in 50 per cent. of the cases death 
was due to intracranial haemorrhage, and that in the majority of 
cases the forceps had been used. Moreover, some of the children 
who are not killed suffer from such incapacities as epilepsy, idiocy, 
imbecility, or paralysis, due to cortical injury. Of the children 
who die in the first year of their life 4o per cent. die in the first 
month, and although the mortality towards the end of the year 
has been improved by the institution of child welfare centres, that 
of the first month has never diminished. 

It has been maintained that injuries to the mother or child are 
not due to the forceps but to ignorance in their use—still they 
remain. It is true that spontaneous labour is responsible on 
occasions for injuries as bad as operative delivery, and it may be 
true that the majority of women who have borne children suffer 
sooner or later, and more or less, from some damage. The extent 
of the morbidity, however, in spontaneous delivery is nothing 
compared to that following operative delivery. If a baby has been 
born alive and healthy, this is no justification for the use of the 
forceps unless the mother also returns to her duties a useful 
member of the community. Those who are in charge of lying-in 
and gynecological beds are constantly having brought to their 
notice the disastrous results of the unskilful use of the forceps 
such as rupture of the uterus, rupture of the vagina, fistulae of the 
bladder and rectum, whilst fracture of the pelvis is not unknown. 
During the last year | know of two cases in which the blades of 
the forceps had been forced through the vaginal walls and applied 
outside the lower uterine segment, which was partly torn off from 
the rest of the uterus in the process of extraction. 

The forceps, when indicated, is a safe instrument if properly 
used; when not indicated it is difftcult to mention a more dangerous 
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one. I have seen it stated that on the whole midwives get better 
results than doctors. [ should hope such a statement is not true ; 
but if there is any truth in it the better results, | feel sure, are 
because they never use the forceps. 


INDICATIONS, 


I do not propose to discuss in detail the indications for the 
use of the obstetric forceps. Such information can readily be 
obtained by reference to any good text-book of midwifery. Rather 
I would deal with general principles, especially with reference to 
the most frequent indication for the use of forceps—namely, 
delayed labour. 

Assistance with the forceps should be given only if such is 
really needed; and, if, therefore, the practitioner is in any doubt 
about the necessity or otherwise of using this instrument he should 
decide not to use it, since spontaneous labour gives better results 
for the mother and for the child. The forceps should be used to 
anticipate danger tothe mother or child, and not when one or other 
is already in danger. 

The doctor must always remember that his hands are safer, and 
in most circumstances more useful instruments than the obstetric 
forceps. Thus palpation should decide whether it is possible or 
impossible to deliver a woman with the forceps, and if possible 
whether its use is wise or unwise. Those of us who have held 
hospital appointments can recall many cases in which a patient has 
been admitted for craniotomy after futile attempts at delivery with 
the forceps had been made, perhaps for two or three hours, with 
resulting lacerations and infection; or in which, although the 
patient had not been torn or her child killed, the chance of a 
successful Czesarean section had been diminished by an unwise 
attempt at delivery. 

When there is any doubt there is no difficulty in placing the 
patient in the Walcher position and pressing down the head; if 
then it does not engage well in the brim the forceps should not be 
used. Again, a persistent occipito-posterior position of the vertex 
and mento-posterior position of the face can, in most cases, be 
remedied by the hands, as also can insufficient dilatation of the 
cervix and prolapse of the anterior lip. 

In many cases of extraction by the forceps the operator has not 
visualized the exact condition of affairs, but having noticed that 
the descent of the head is slow or delayed, he hurries it up with 
the forceps. 


Before using the obstetric forceps, therefore, the practitioner 
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should ascertain the relative sizes of the pelvis and head, the 
condition of the genital canal, the strength of the uterine contrac- 
tions, and the state of the child. The forceps operation should 
always be regarded as an ‘‘ emergency operation,’’ and if such a 
proposition was universally accepted the occasions upon which it 
would be found really necessary to perform it would be strikingly 
few compared with the present-day practice. It is no credit to a 
man to be known as “‘ very good with the forceps.’? To be a good 
midwifery practitioner one must be an able diagnostician, and have 
good judgment and much patience, and with these three attributes 
the apparent necessity for instrumental delivery becomes less and 
less. In most cases it is safer to wait than to act, and only on very 
rare occasions does Nature inflict such injury on the mother and 
child as the forceps. 

Unless there is any obvious contraindication, no primigravida 
should be delivered with the forceps until she has undergone the 
“test of labour,’’ since the normal mechanism of labour far 
surpasses any other method of delivery. There is no hard and 
fast general rule for the employment of the forceps; every case 
must be judged on its own merits, not a few of the failures being 
due to the judgment of the doctor being at fault. 

Taking every case into consideration in which instrumental 
assistance appears desirable, there will be more danger in using 
the forceps than in dispensing with its aid. Injuries due to the 
use of the forceps are quite commonly spoken of as being unavoid- 
able; in most cases this is not a fact, Moreover, on many occasions 
tears are not efficiently sutured because the doctor hesitates to 
acknowledge that they are present. 


DELAYED LABOUR. 


The decision that there is delay in the birth of the child depends 
a good deal on the idiosynerasy of the particular practitioner 
present at the parturition. The commonest form of delay is that 
due to inefficient uterine contractions in the second stage of labour, 
The rule that if a primigravida has been in the second stage of 
labour for over two hours, or a multipara for over an hour, she 
should be delivered, is a most pernicious one, and is a strong factor 
in the abuse of the forceps. It owes its origin to the time when 
abdominal palpation and other aids to diagnosis were in their 
infancy, the attention of the attendant being fixed on the idea 
that if the second stage of labour lasted longer than this something 
was wrong. The doctor should always be guided by the condition 
of his patient and her child, and not on the number of hours he has 
to wait in attendance. There is no definite time limit as to when 
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the forceps should be used; the vital question is--To what is the 
delay due? Is it due to inefficient pains, or malpresentation, a 
contracted pelvis, large head, or a rigid perineum, and so forth ? 
A doctor should never use the forceps merely to suit his own 
convenience ; such use, to say the least of it, is unscientific. 

In the absence of a serious complication, such as hemorrhage, 

lingering first stage never does any harm, and there is always 
time to remedy any displacement or to decide upon some method of 
treatment, if necessary, which will probably be less dangerous than 
that of the forceps operation. A lingering second stage, as long as 
the “ pains’’ are not failing or becoming continuous, is less 
harmful than a rapid delivery with the forceps. Patience first. 
It is true that delay in the birth of the child always causes anxiety 
in the patient or her relatives, and even perhaps suspicion, whereas 
a quick delivery is apt to bring credit to the practitioner — not 
by any means always where it is due. The proper time to use the 
forceps, when the delay is due to inefficient pains, is when they are 
becoming inefficient, not when they have become so; if pains have 
ceased, post-partum hemorrhage is lurking round the corner. 

And lastly, with reference to the use and abuse of the forceps 
when the delay is due to disproportion. In no instance is an 
accurate diagnosis of more importance. The practitioner must not 
be unduly influenced by the external measurements of the pelvis, 
which indicate mostly the shape of the pelvis, neither should he 
regard the pelvis as normal if his finger will not reach the 
promontory of the sacrum. A knowledge of the length of the true 
conjugate is only of material use when it is so small that obviously 
a child could not pass the brim of the pelvis without mutilation. if 
at all, or when it is so large that there would be no difficulty in 
spontaneous delivery. The majority of cases of disproportion do 
not come into either of these categories, and it is in this class of 
case, in which the conjugate is between 34 and 4 inches, that so 
much harm is done when using the obstetric forceps. 

In this medium class of contraction the practitioner should not 
interefere unless he is forced to, and if, as | have suggested, he will 
always regard extraction with the forceps as an ‘* emergency 
operation ’’ he will be far less tempted. [le should be guided by 
the condition of the mother and child, and if this remains satisfac- 
tory he should hold his hand. It is far better that the second 
stage of labour should last six hours than that the mother and child 
should be injured or killed. 

Especially should what is known as the high forceps operation 
be avoided, for it is an extremely dangerous one and often most 
difficult. Munro Kerr has reported that since its abolition in the 
institutions with which he is connected, spontaneous delivery has 
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become much more common. Such an operation should never 
be an operation of choice. 


The higher the head is in the pelvis the longer should the 
operator wait before applying the forceps; inefficient pains are an 
extremely rare cause of the head being arrested high up. In 
many cases of delay due to disproportion labour terminates spon- 
tane ‘ously and safely after a second stage of six or even more hours, 
though it would have ended disastrously es the forceps been 
used. Statistics show that 80 per cent. of border-line cases of 
disproportion will, if left to Nature, end ‘ spontaneous labour. 
After all, the practitioner can always fall back on the forceps if 
Nature fails. 

The use of the forceps in cases of medium disproportion is 
responsible, as Eardley Tlolland has shown, for a very large 
number of stillbirths, and this, especially now that the number of 
children born is very little higher than the number of people dying, 
is alarming. 

To say that unfortunately the baby has died because its head 
was too large or the mother’s pelvis was too small in most cases 
reflects more on the acumen of the practitioner than on the anatomy 
of the patient. The obstetric forceps should be used to deliver a 
live child; the delivery of a dead child does not warrant a 
testimonial for using it. 

If the head of the child is movable above the brim of the pelvis 
the forceps should never be employed. If the head is fixed in the 
brim and does not, after a fair trial ven enough moulding to 
come through, the use of the forceps is really an abuse. If the 
head is moulding sufficiently to come desta the brim, however 
slowly, leave it to Nature. To assist in such cases with the forceps 
will in most cases mean serious injury or death to the child, 
and not infrequently injury to the mother. If there is the least 
doubt about the head being able to pass the brim, do not use the 
forceps, as this only increases the danger if Czesarean section is 
decided upon. 

A generally contracted or funnel-shaped pelvis is commoner 
than is generally supposed. In any case, therefore, in which the 
head has difficulty in entering the brim the measurements of the 
outlet should be take ‘n, and a very careful examination should be 
made of the nature of the presentation, 


It has been said with some semblance of truth that gynzecologists 
would starve if it were not for bad midwifery. The forceps is an 
extremely valuable instrument when used with intelligence and in 
suitable cases ; sO is poison gas. 
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STATISTICS OF THE FORCEPS-CASES IN THE CITY OF 
LONDON MATERNITY HOSPITAL FROM. 1g08 TO 
JUNE 1923. 


These statistics, for the use of which I have to. thank my 
colleagues, have been very carefully prepared for me_ by 
T. P. Fyans, M.B., B.Ch., B.A.O., N.U.L., Resident Medical Officer, 
The City of London Maternity Hospital. 

As the City of London Maternity Hospital does not issue a 
yearly report, and, apart from the case-notes, has only a card index 
of the patients, this has meant a vast amount of labour on the part 
of Dr. Fyans, to whom I am greatly indebted, 

During the period under review there have been 26 Resident 
Medical Officers, and in most of the cases these gentlemen applied 
the forceps. It must necessarily result that with such a number of 
Operators the practice will have differed among them as to when 
and when not they deemed it necessary to apply this instrument. 
Whereas it would appear that some Resident Medical Officers have 
been very conservative in this direction, others have been fired with 
an enthusiasm to terminate labour more quickly than some of their 
former or future colleagues. Moreover, as must always happen in 
similar institutions, in some instances the case-notes are good, in 
some bad, and in some sketchy. In those instances in which the 
case-notes have not been as good as they might be, part of the 
blame must undoubtedly be shouldered by the members of the 
Visiting Staff. The best case-notes were kept by the late lamented 
Gordon Ley, F.R.C.S., who acted as Resident Medical Officer 
during the period of the War, 1914 to 1918, when, owing to serious 
physical disabilities, he was not accepted for active service. 

The card-index at the City of London Maternity Hospital is very 
exhaustive, and includes many thousands of references and cross- 
references concerning nearly 18,000 patients. Subject to the 
permission of the Medical Committee and Board of the Hospital, 
this card-index, and the case-notes to which it refers, are at the 
service of any medical man, with proper credentials, who ts 
engaged on research work. 


Total number of in-patients ........................ 17,738. 
Number of occasions on which the forceps were 
ee ee PMS act aah Ah nt MECN ceo a 1,336—7.7 per cent. 
: Primigravidz ...... 1,079--709.0 per cent. 
Of these 1,336 [ ui lll cata 


| Multiparze......... 287—210 4, 








The Use and Abuse of Obstetric Forceps 427 


Number of maternal deaths in the 1,336 cases...... 14—1.02 per cent. 


Cause—5 died of eclampsia. 
ye 


a pneumonia. 

» cardiac failure during anesthesia. 
I » toxemia of pregnancy. 

I 4 Sepsis. 

a $5 peritonitis. 

The one following rupture of a carcinomatous 
ulcer of the stomach during labour. The other 
following extraction with the forceps, after perfora- 
tion of the posterior vaginal wall before admission, 
due to attempts at delivery. 

Number of infantile deaths in the 1,336 cases..... 147--10.8 per cent. 
. be 49.0 per cent. died during or shortly after delivery. 
Of these 147 / 62—42.0 oe » before labour began. 


13— 8.8 zs » Of cerebral hemorrhage. 


As a note was not made in every case of the condition of the 


foetal heart before the forceps was applied, it has been 
impossible to differentiate these. 


Injuries to the mother in the 1,336 cases ......... 547-—40.50 per cent. 
Laceration of the cervix ...........ccceee eee 460—3.38 per cent. 


{not including muscle 106-— 7.76 per cent. 
{including muscle... 372—-27.2 a 
23-—1.68 <a 


Laceration of | incomplete 


the perineum ' 
complete — through sphincter ani 


piseotomy was performed 14 times, not included in the above, 


Injuries to the child in the 1,336 cases ............ 163—10.21 per cent. 
PMC ONEIND oii scescisececneesons 49 3.58 per cent. 
Ierbs pe OA hsp cre Od ad oats 6 0.44 5 
Asphyxia neonatorum ...........666. 102—7.46 ” 

a, ee oe 18 per cent. 
Recovered ......... 82 - 
CepiATPNOR: isis isieancrcsecianxes I 
CII iv ives ees I 
SS ITOVG Kee fuser en aaa octet aaa I 
Twitchings of hands and face ......... I 
PAG IAS Oa ie ccs sche ae eater eananeons I 
Browsing ob M06 ccicncrn eee rere I 


II 
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Reasons for applying the forceps in the 1,336 cases. 


Second stage of labour over 2 hours, due to 
inefficient pains, abnormal presentation, 
contracted pelvis, large head of child, ete. 1,041- 76.2 per cent. 


Second stage of labour under 2 hours, 


abnormal presentation Fr ee TOCr OT OOr 140—10:2 ” 
INGHEEASONISTALCG easiness I1I—8.13 Pe 
Demonstration purposes ...........cssseesecseees 74—5.42 - 


Condition of the cervix uteri in the 1,336 cases. 
PN econ peveseccsanereneenimens 171.24 per cent. 


Seven cases were dilated manually, five with de Ribes’ bag. 


Situation of the head of the child in the 1,336 cases. 


Arrested above the brim of the pelvis...... 27——1.98 per cent. 

Result to chk: DOA coiciciisccscseses 10--37.0 ” 
No injuries .;......,... 11—41.0 9 
So ee ne 6—22.0 $s 

Blue asphyxia .....53......05...5. 2 

White Biba) cheer octane te a I 

NE COE icin ciceincein I 

TONG: dcsdcvstnceierses I 


Twitchings of hands and face 1 


Arrested in the brim of the pelvis ......... 22 -1.68 per cent. 
Resiit to cililed + DORE 5... .issccvescscores 4—17.0 ~ 
NO TRPUTIES o..5c6.c.00. 14--O1.0 o 
POTIOS siassriissiveces 5-~-22.0 ‘ 
PD os siicopizicitiacasvcecies 3 
Facial paralysis... icccssiiee. I 
PON WE os ficcncestacchiasacans I 


Arrested below the brim of the pelvis... 218—16.0 per cent. 


Result to child: Death .................. 1I-- 5.0 ~ 
No injuries ............ 120--87.2 ‘ 
eee 17— 7.8 ss 

TTR se iidctiencixineiiiian 8 
POC) QOPRIVSIS csisccssevsscss: 6 
Cephalhzematoma .............. 1 
pmo neren Crreer 1 


SNOGIE teh angs bese eens taeeeees | 
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Abnormal presentations in the 1,336 cases ................ 470-—-34.8 per cent. 
3rd and 4th vertex unrotated .................008 82 
In four of these it is noted that rotation was effected by the 
forceps. No mention is made in the remaining 78 whether 
manual rotation had been tried before the forceps was 
employed. 


Cases admitted after ineffectual attempts at delivery 


outside the Hospital ........... 0.0.2.0... I17—1.24 per cent. 
Result to child ...... 1482.0 per cent. died during or before 


delivery in the hospital. 


Contracted pelvis in the 1,336 cases 0... 150--11.0 per cent. 
Flat and generally contracted............... 107—7.83 a 
SOP GOgtee + TE cic encsi 493-59 $5 
Of these generally contracted = 52— 3.81 “3 
and dermree : flat......6...000600<0: ola 6—0.44 a 
Funnel-shaped (assimilation) ............... 43—3-15 a 


Fever following the application of the forceps in the 


WjSSG CRESS! oo. sees eevessise seccennsesssaseeaseness oe 402——-30.0 per cent. 
MP “dketaicene 215--15.3 per cent, 
PN i eiiackievcien 197—14.7 ‘i 


Chese include all cases except when the fever was due to some 
condition of the breasts, bronchitis, pneumonia and pleural effusion. 
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CLINICAL REPORTS. 





A New Method of Performing Salpingostomy. 


By ArTHUR Gray, F.R.C.S. (Eng.), 


Assistant Gynecological Surgeon to the Miller Hospital. 


THe usual operation for salpingostomy is unsatisfactory, the 
number of women becoming pregnant after its performance being 
but few in number. The principal disadvantages are: 1. The 
persistent oozing at the site of the new ostium, which, unless 
effectually controlled, results in its occlusion by adhesions. 2. The 
friability, in certain cases, of the sero-muscular coat of the Fallopian 
tube, with the result that the sutures cut out. 3. The practical 
impossibility of being able to form a satisfactory opening at the 
uterine end of the Fallopian tube, owing to the narrowness of its 
lumen. 

The method about to be described overcomes all these disad- 
vantages, and the operation can be completed in a few minutes with 
the aid of specially designed salpingostomy forceps. 

The special instruments required are: (1) Ureteric bougies from 
one to four millimetres in diameter; (2) a pair of sharp-pointed 
narrow-bladed scissors; (3) the salpingostomy forceps. 
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Operation. If the abdominal ostium of the Fallopian tube is 
occluded by adhesions, it must be cut off or disentangled so as to 
gain entrance to the lumen of the Fallopian tube. The patency of 
the Fallopian tube proximal to the site of obstruction is first 
ascertained by inflation with air, a large ear syringe with a fine 
nozzle being used for this purpose. whilst the uterus is grasped in 
the hand, when the air can be felt to bubble through into the uterine 
cavity. Should the selected site for the new ostium be in the 








A New Method of Performing Salpingostomy — 43! 


isthmus of the Fallopian tube, the lumen should be forcibly 
distended with air before proceeding further, by pinching the 
Fallopian tube with the finger and thumb near the uterus, thus 
preventing the air escaping into the uterine cavity; this stretches 
the mucosa, flattens out its folds and greatly facilitates the later 
stages of the operation. A ureteric bougie (c, diag. 1) is then 
passed down the Fallopian tube well bevond the site of the new 





ostium (b). It is best to use the largest bougie possible; if, 
however, the isthmus is the site selected, a bougie of one millimetre 
in diameter is required. The salpingostomy forceps (a) is clipped 
over the Fallopian tube, so that the narrow, bevelled ends of the 
blade are at the site of the proposed ostium (b), The assistant then 
takes the handle of the forceps in his left hand and the protruding 
portion of the bougie in his right hand. The Fallopian tube is 
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then separated irom the mesosalpinx by dividing the latter as far 
as (d), about a quarter of an inch past (b). The lateral traction and 
fixation sutures are next inserted in the distal portion of the 
Fallopian tube (f, f1, diag. 2), and then gently pulling on the 
sutures in a direction away from the forceps, parallel to that part 
of the bougie which is exposed, the sero-muscular coat of the 
‘fallopian tube is divided by a circular incision at (b), a cuff of 
mucosa one quarter of an inch in length (m) is thus exposed. The 
sero-muscular coat of the Fallopian tube is then slit along its upper 
and lower surfaces (d and e) respectively, leaving the cuff of 
mucosa intact, this being essential for the success of the operation. 
The next stage of the operation consists in taking the silk sutures 
one in each hand, and by using them as tractors the split portion 
of the Fallopian tube, together with the cuff of mucosa, is peeled 
inwards towards the uterus over the blades of the forceps, which, 
being bevelled, greatly facilitate this manoeuvre (diag. 3). Lastly, 
the two traction sutures are anchored to the uterine end of the 
mesosalpinx to prevent the cuff of Fallopian tube unrolling, after 
which the forceps are removed. 

This operation can be carried out on any part of the Fallopian 
tube with the exception of the interstitial portion, Thickening and 
friability of the sero-muscular coat of the Fallopian tube does not 
affect the operation, and there are no oozing surfaces at the site of 
the new ostium to encourage the formation of adhesions, whilst the 
ciliary current of the rolled-over mucosa is towards the new ostium. 
The handle of the salpingostomy forceps consists of a stout spring, 
the blades are bevelled, their distal ends measuring slightly less 
in diameter than the proximal. The instrument has been made for 
me by Messrs. Allen and Hanbury, Ltd., of 48, Wigmore Street, 
W.1, to which firm I am indebted for the illustration and diagrams. 








Chorio-Angioma of the Placenta.* 


By GitBert I. STRACHAN, M.D., M.R.C.P., FLR.C.S. (Eng. and Ed.), 


First Assistant to the Professor of Obstetrics and Gynecology, 
Welsh National School of Medicine; Research Pathologist, the 
Medical Research Council, 


As the recorded examples of tumours in the placenta are not 
numerous this being about the 60th case——it would appear that 
a description of still another specimen would not be out of place. 
It is proposed in this article merely to describe the specimen in 
detail and to draw such conclusions as may seem justifiable from 
the appearance of its structure, regarding the nature and period 
of development of the tumour. 

In a future communication the whole cubes of tumour forma- 
tion in the placenta will be considered and the literature explored 
so that the present paper is to be regarded merely as preliminary. 
By adopting this course it is hoped that unwieldiness in the size 
of the article may be avoided. 

The patient was iv-para; her obstetrical history was quite 
unimportant, all the previous children, also the present one, being 
born alive, normally at full time and progressing well. The present 
pregnancy was uneventful, and the placental abnormality was 
discovered only on careful examination of the organ after expulsion. 

The patient was delivered in the Maternity Department of 
King Edward VII Hospital, Cardiff, under the care of Professor 
Sir wen J. Maclean, to whom the writer is much indebted for 
permission to publish these particulars. 


DESCRIPTION OF THE CASE. 

On examination the placenta was found to be intact : it measured 
7in. by 6} in. (17.7 by 16.5 ems.), and the thickness of the normal 
portion was 1fin. (3.0cms.), but at the thickest part of tumour 
involvement this measurement was increased to 2} in. (5.5 cms.). 
The weight of the organ was 1 Ib. 53 ozs, (616.5 grms.). Thus the 
weight and dimensions were only slightly increased. On_ the 
uterine aspect nothing abnormal was found. On the amniotic 
surface, however, a large lobulated soft tumour of a deep purple 
colour was evident (Fig. 1) towards one margin; it was elevated 


*Read before the British Congress of Obstetrics and Gynecology in Edinburgh, 
April 20th, 1923. : 
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from the general amniotic surface oneinch, localized and quite 
single, It measured 2} in. by 24 in. (7.0 by 5.7 cms.) in diameter. 
At first glance it appeared to be quite marginal, but more careful 
examination revealed a lip of normal placenta extending half an 
inch beyond it. This swelling was, at first, thought to be a sub- 
amniotic haematoma, but closer examination showed it to be more 
exactly defined than would have been the case with a haemorrhage ; 
again there was no sign of coagulation; and, finally, on stripping 
off the amnion, the mass was found to be in the substance of the 
chorion, 

The insertion of the cord was towards the margin opposite to the 
tumour and one inch from the periphery of the placenta. which was 
thus of the battledore type. The blood-vessels on the amnioti: 
surface were generally more dilated than normal, and appeared to 
be constricted at the point of entrance into the umbilical cord. Ne 
single vessel from the tumour was larger than the others on the 
placenta. The surface of the tumour was furrowed by the 
passage of a small vessel over it; this gave off a small branch 
which penetrated directly the substance of the tumour. 

The placenta was hardened in 4 per cent. formalin for some 
weeks, and then further examined. It was sectioned through the 
centre of the tumour, and the appearance presented was as shown 
in Fig. 2, where the tumour is seen to project on the amniotic 
surface, but not to reach the uterine aspect, being separated from 
the latter by a layer of apparently normal placental tissue. The 
(tumour itself measured one inch in thickness, and was of an even 
dark purple colour at the centre where some breaking down had 
occurred, 

On digital manipulation, it seemed that the tumour could have 
been easily shelled out intact from its bed, but as it was desired to 
keep it as a museum specimen this was not proceeded with; for the 
same reason no attempt was made to separate it into its component 
lobules, as Johnstone has shown in his specimen. While some 
points regarding the vascular supply and composition of the tumour 
failed to be observed owing to this precaution, it is not considered 
that any vital point of interest was sacrificed. 


Microscopic examination. 

Sections for microscopic examination were taken from the 
interior of the tumour, the junction of the tumour and placenta, the 
normal placenta, the umbilical cord and the foetal membranes. 
It may be said at once that the sections from the normal placenta, 
cord and membranes showed no obvious structural abnormality, so 
that attention can usefully be confined to the tumour and adjacent 
placental substance, 











Vig. 1. The amniotic surface of the placenta showing the marginal 


position of the lobulated tumour. 





Fig. 2. Section of the placenta and tumour, A, A, Normal placenta. 
B, Cut face of the tumour substance. It will be seen that the tumour 


does not impinge on the uterine surface of the placenta at any point. 











Fig 3. Low power microphotograph showing the junction of tumour 
and normal placenta. The chorionic substance is compressed on the 


surface of the tumour and loose beyond that area. 





Fig, 4. High power microphotograph showing the cavernous spaces 


filled with red blood cells and partly lined with endothelium. Dilated 


vessels are seen in the fibrous walls of the septa. 
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On examination with a low power the substance of the tumour 
was seen to consist of a multitude of spaces of varying size and 
shape, but all relatively large. These were occupied by red blood 
corpuscles, and were separated from one another by septa of fibrous 
tissue; in some places, especially towards the margin, this was of 
firm adult appearance, in other places loose and open, while in 
certain areas it was of a Myxomatous appearance. Here and there 
also, the septal walls between two adjacent spaces had broken down 
with consequent fusion of the cavities and increase in size of the 
space so formed. 

At the junction between the tumour and surrounding placental 
tissue (Fig. 3) the first thing to be observed was that the former 
structure ended at a definite sharp margin. It was, therefore, 
sharply localized and did not infiltrate. On the surface was a layer 
of fibrous tissue generally somewhat compressed : this was covered 
by a layer of tissue with a fibrinous appearance which rendered the 
outline of the tumour margin slightly hazy. 

Deeply this fibrous layer became of 4 more open texture and 
sent off many deep septa which, by their union and subsequent 
separation, produced the appearance described of multiple cavities 
or spaces. On the surface an irregular number of villous elements 
of different sizes were seen; they were generally of an appearance 
somewhat compressed in a direction parallel to the tumour surface. 
Two points are to be emphasized in this respect: no necrosis or 
degeneration of these villi was to be seen; at no place was organic 
union between tumour tissue and villi to be found. 

Outside this compressed area the general structure of the 
placenta was looser than usual, individual villi being very scanty 
in any one field. 

From the description given and from the illustration shown it 
will be evident that there was no true fibrous capsule to the tumour, 
and that the area through which the growth had exerted compression 
on the surrounding villi was a small one. 

Under high power magnification (Fig. 4) several other features 
were observed. The varying density of the fibrous tissue composing 
the septa was well seen; in some places, especially towards the 
surface, this was firm and dense, while more deeply the stellate cells 
and loose intercellular material gave a typical myxomatous appear- 
ance, and all grades between these two were demonstrable. The 
spaces were seen to be lined irregularly by compressed endothelial 
cells. This lining was not continuous, and here and there some 
of these cells were seen free in the cavities. It is deduced that 
in the early stages of growth the endothelial lining was complete, 
but owing to the progressive enlargement of the spaces and also 
on account of the rupture of Septa, solution of continuity had 
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occurred here and there leading to the appearance described. In 
the septal walls were seen blood-vessels of irregular size and shape ; 
usually they represented mere clefts with an endothelial lining. 
Blood cavities of every calibre between these slits and the largest 
spaces described were to be seen, 

The surface of the tumour appeared to consist of fibrous tissue 
with an irregular deposit of fibrin on it, but careful examination 
revealed the presence amongst this fibrin, and therefore, tending to 
be obscured, of a multinucleated covering layer. This, it is 
presumed, represented the syncytial covering of the villi, and has 
been noted by many observers. This layer was to be seen only 
here and there, and at no situation was it exuberant, only a row or 
two of nuclei being seen in any one place. Langhans’ cells could 
not be seen anywhere. The surrounding villi were of quite healthy 
appearance, showing vessels and loose fibro-cellular tissue in the 
interior and a surface layer of intact syncytium. 


The tumour can, therefore, be described as being of a cavernous 
structure with blood-filled, endothelial lined spaces. It is localized, 
but has no fibrous capsule, and would appear to have grown by 
compression of the surrounding villi. As the tumour has grown 
concurrently with the placenta this distortion of the surrounding 
tissue is not so great as would be the case had the tumour formation 
occurred in an adult organ. 

The tumour would appear, therefore, to be a cavernous angioma 
developing in chorionic tissue, and the name of chorio-angioma 
may properly be applied to it. 

Regarding the seat of formation, the vessels which canalize the 
interior of the chorionic villi at once spring to mind; indeed, it is 
hardly possible for there to be any other source than these vessels. 
The tumour evidently arises from vascular tissue, and the only 
vessels in or around the placenta are the decidual (maternal) vessels 
and those in the chorionic villi (foetal), The position of the tumour, 
deep in the placental substance, at-once dismisses the former as a 
possible site of origin, so that the chorionic vessels remain the only 
possible source. 

From the size of the tumour and its constituent spaces it will be 
evident that the process concerned has consisted in either extreme 
hyperplasia or actual tumour formation in the vessels, and from 
the fact that the normal structure of the part has been so altered 
that no trace of the normal appearance remains, it is concluded 
that the process has been one of true tumour formation. Again, 
no trace can be found of any conditions which might stimulate 
such extreme local hyperplasia, 

If a section of this tumour be compared with a section of a 
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cavernous angioma of the liver the appearances of the two are 
practically identical and the organ involved in either case can be 
determined only by examining the surrounding parenchyma. 

The result of the tumour formation is the production of the 
irregular blood-filled spaces described which replace the normal 
structure to such an extent that only a strand of syncytium here 
and there is left to show that the process has occurred in chorionic 
tissue. 

Regarding the time of origin, Veit points out that such tumours 
cannot be formed before the vascularization of the primary villi or 
after such vessels have become more than villous capillaries. 
The tumour must, therefore, originate immediately after the first 
entry of the vessels into the chorionic villi concerned, and this is 
estimated to be about the end of the third week of placentation. 
This early origin and the subsequent growth of tumour and 
placenta side by side accounts for the slight degree of compression 
which the surrounding placental tissue has unde rgone, 

Any ill effect on the foetus would dépend on the amount of 
placental tissue put out of function by the presence of the tumour. 
In this case the relative area of involvement was not great, and 
the nutrition of the foetus not interfered with. 

The different varieties of tumour which may occur in the placenta 
and the theories regarding their origin will be discussed in a future 
communication, 
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The Course of Pregnancy, Labour, and the Puerperium in 
a case of Chronic Purpura Hemorrhagica. 


By Giyn Morgan, M.C., M.B., B.S. (Lond.). 
Late Demonstrator of Midwifery, St. Bartholomew's Hospital. 


PuRPURA hemorrhagica is a rare condition and little appears to be 
known of the effect of this disease upon the pregnant woman. The 
literature on the subject is sparse, and in such as is available no 
reference is made to certain features of interest that were presented 
during the puerperium in the case described below. 

The patient was 24 years of age. When 18 weeks pregnant 
with her first child she came to me on account of bleeding from the 
gums. The family history failed to throw any light on the etiology 
of the condition, The father and mother are both alive and well, 
and there is no record of any relative having suffered from any 
abnormal blood condition. The patient as a baby was healthy, 
and never suffered from any form of rheumatism in childhood. 

At the age of eight years she suffered for the first time from a 
spontaneous attack of epistaxis; some bright blood was vomited 
shortly afterwards and she was kept in bed for two or three days. 
Six months later she experienced an attack of definite haematemesis, 
on account of which she was admitted to a hospital, and she states 
that she was in bed on and off for some months. It was at this 
time that purpuric spots first appeared on the legs. At 11 years 
there was a further hamatemesis. She noticed about this time that 
any cuts she received bled profusely, and attacks of epistaxis were 
frequent. 

When 12 years and 10 months old she menstruated for the first 
time. There was nothing abnormal in connexion with this first 
menstrual period, either as regards the amount of blood lost, or 
the duration of the flow. On the second occasion that she mens- 
truated, however, it is stated that the flow was so excessive that she 
was in bed for a week, and her condition necessitated the adminis- 
tration of several saline injections by the rectum. After this and 
up to the time when she married and became pregnant, the mens- 
trual periods were irregular, the intervals varying from three to 
eight weeks. She stayed in bed for a day or two at each period 
because of the excessive flow. Crops of purpuric eruptions used to 
appear on the limbs and body at intervals, but otherwise there was 
no inconvenience. 


During pregnancy there were seven or eight attacks of hamate- 
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mesis. In the eighteenth week she suffered from troublesome 
bleeding from the gums, and it was this that first brought her under 
my observation. At this time, small petechial haemorrhages were 
present over both legs below the knees. The bleeding from the 
gums ceased after a few days, and pregnancy ran a normal course 
until the 36th week when she contracted influenza, then epidemic 
in the district. On the 8th day of the disease, during convales- 
cence, she went into labour. 

The first stage of labour was uneventful and not prolonged. 
Towards the end of the second stage, however, when the head was 
on the perineum, the uterine contractions weakened, and in the 
intervals between the pains, bright blood began to trickle away 
from the vagina. Chloroform was administered and the head was 
easily delivered with forceps. The urine removed by catheter 
before delivery was reddish in colour, and later was found to contain 
blood. A small tear involving the fourchette only, gave rise to 
troublesome oozing, and three catgut sutures were inserted to 
control this, The placenta separated and descended into the 
vagina without difficulty and without excessive haemorrhage. 
Pituitary extract Icc. was given immediately after placental 
separation. 

The child, a male, appeared to be two or three weeks premature 
but otherwise healthy. He breathed spontaneously immediately 
after delivery. About 12 hours after birth it was noticed that the 
scalp of the child was puffy and discoloured over both sides of the 
head, and purplish-blue discolouration extended down along the 
course of the sterno-mastoid muscles. A generalized purpuric 
eruption appeared on the 3rd day and on the 6th day the child died, 
intensely jaundiced. There was no melana, and’ no apparent 
hzmaturia. A post-mortem examination was not made. 

The first fortnight of the puerperium gave rise to but little 
anxiety on behalf of the mother. On the 6th day the breasts had 
become congested, the temperature rose to 100.2° F., and the pulse- 
rate to 104 per minute. This fever subsided within twenty-four 
hours. On the 7th day a smart epistaxis occurred. By the roth 
day of the puerperium the lochia had assumed the usual yellowish- 
white colour, and the uterus could not be felt above the symphysis 
pubis. On the 15th day the patient was allowed up in a chair. 
The following day the nurse stated that a large clot had been 
passed, but this was not kept for inspection. The patient was kept 
in bed, and on the 17th day of the puerperium, as there was a sero- 
sanguineous discharge present, a vaginal examination was made. 
The cervix was dilated, and a soft body was felt to be projecting 
through it. This was gently expressed by pressure from above, 
and on examination proved to be an almost perfect cast in blood- 
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clot of the cavity of the puerperal uterus. This particular cast. is 
the first one shown in the accompanying photograph, and measured 
4ins. in length and 1?ins. at its greatest breadth. 

Similar casts of the uterus, progressively diminishing in size, 
were passed during the next 32 days, 21 casts in all being thus 
expelled. During the first 12 days of this period 14 casts were 
passed, and the remaining seven appeared at intervals during the 
following 20 days. All the casts when freshly expelled were bright 
red in colour, and in several of them, as seen in the photographs, 
there were horny projections of blood-clot corresponding to the 
openings of the Fallopian tubes. Several of the casts passed 
towards the end were in reality conjoined double or treble casts. 
Apart from the casts, very little blood was passed by the vagina, 
the discharge being serous in character. On the 28th day of the 
puerperium (by which time 14 casts had appeared) a blood-count 
made by Dr. H. Catto showed Hb. 55 per cent., R.B.C. 1,448,000 
per cm.m.—3o per cent., colour index 1.8. The red corpuscles 
varied in size, shape, and hemoglobin content. Diffuse polychro- 
masia was seen, and four nucleated red corpuscles were encountered 
during a count of 200 leucocytes, The white corpuscles were 
neither increased nor diminished in absolute numbers. 

After the passage of 4 or 5 casts calcium lactate gr. 10 was 
administered thrice daily, and pituitary extract 1 cc. was given each 
day hypodermically for 7 days. On the 20th day of the puerperium 
25 ccs. of normal horse serum was given intramuscularly, and this 
dose was repeated two days later. From this time the general 
condition of the patient seemed to improve, and the passage of the 
casts became less frequent. The last cast appeared on the 48th day 
of the puerperium, and 6 days later all vaginal discharge had 
ceased. About 72 days after confinement, purpuric spots appeared 
on both legs, under the conjunctivze, and under the mucous mem- 
brane of the lips and tongue. A month later the patient was well 
and about, but still had purpuric spots on the legs. Three months 
after confinement a further blood count was done by Dr. Catto 
who reported Hb. 75 per cent., R.B.C. 4,576,000 per cmm., colour 
index .82. Abnormalities of staining and nucleation were not 
observed, but the red corpuscles still showed considerable variation 
in size and shape. 

At the present time—-12 months after confinement, the patient is 
quite well, and doing her ordinary duties. Occasionally crops of 
purpuric spots appear on the legs, but there has been no bleeding 
from mucous membrane, and the catamenia have not yet returned. 


The diagnosis of chronic purpura hzemorrhagica in this case 
rests mainly on the previous history, and the clinical findings. 





























Photograph showing 19 of the 21 blood-casts of the uterus expelled during the puerperium 
by a woman suffering from chronic purpura hemorrhagica. 
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Bensaude and Rivet! describe a continuous and an intermittent 
form of chronic purpura; the intermittent being the commoner 
condition, They state that the duration of this affection is variable, 
attacks in some cases having occurred over a period of 20 years. 
They have observed 14 cases and collected 20 others from the 
literature. In one case there was an interval of 7 years between 
the second and third attacks. Pratt,? in an analysis of 194 cases of 
idiopathic purpura, found that in 20 of them the disease had _ per- 
sisted for a year or more, and in one case symptoms were present 
for 30 years. This patient had frequently recurring attacks of 
epistaxis, with occasional crops of purpura from her roth year. 

In the earlier literature some confusion is caused by the descrip- 
tion of pregnancy in haemophiliacs and attempts to differentiate 
this from pregnancy in purpuric patients. Bulloch and Fildes,* in 
a study of over goo papers on haemophilia, found no case in a female 
which bore more than a superficial resemblance to the disease as it 
occurs in the male, and since their monograph on the subject it is 
generally recognized that manifestations of haemophilia are confined 
to the male sex. Bensaude and Rivet! consider purpura hzemor- 
rhagica a pathological condition of the blood, and in the diagnosis 
they lay stress on a reduction of the blood-platelets, a normal 
coagulation-time, no retraction of the clot, and no extrusion of 
serum, Duke* states that the bleeding-time is prolonged in 
purpura hamorrhagica, and tests this by making a small incision 
in the lobe of the ear, and at intervals of 30 seconds blotting up the 
blood. Tle states that in a normal person haemorrhage stops in 
one to three minutes. 

In the case described above no blood-platelet count was done. 
When the patient was convalescent the time of clotting was 
6 minutes, which is within normal limits, and the bleeding-time as 
found by Duke’s method was about 8 minutes. 

John Phillips® in 1891 found 6 cases recorded of purpura 
heemorrhagica complicating pregnancy, and reported on one he 
himself encountered. Of the 7 cases he mentions 6 ended fatally, 
5 of the patients succumbing within 24 hours of delivery from post- 
partum hemorrhage. In all the cases he describes the first symp- 
toms of purpura appeared during the pregnancy, and in all but his 
own the birth was two months or more premature. There is a case 
described by Kehrer® of a woman whom he thought to be a 
hzemophiliac and who, in the second half of her third pregnancy, 
suffered from profuse epistaxis, and later metrorrhagia accompanied 
by the passage of casts of the uterus. The patient died from the 
resulting anzemia. Dohrn,’ and also Hanot and Luzet,® mention 
cases in which purpura was transmitted to the infant, but in these 
cases the purpura in the mother was a secondary condition. 
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The chief points of interest in the case that I have described are : 

1. The length of time (14 years) during which purpuric symp- 
toms had been intermittently present. 

2. The fact that pregnancy continued up to the 37th week, and 
resulted in the birth of a living child. 

3. The absence of any immediate post-partum haemorrhage. 

4. The delayed appearance of blood casts of the uterus, com- 
mencing on the 16th day of puerperium, and extending over a 
period of 32 days. 


5. The clinical manifestations of the disease in the infant. 
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Decidual Reaction in Diffuse Endometriomyoma of the 
Pregnant Uterus. | 


By CHARLES D. Locurane, M.D., F.R.C.S, (din.), 


Surgeon, Derbyshire Hospital for Women. 


THE following case-report is of considerable interest in its bearing 
upon the question of the origin of growths of endometrial type 
occurring so frequently in the ovaries, uterus, bowel, umbilicus and 
other abdominal sites in the adult female. 


Mts. B., at. 42, married nine years, primigravida. Cesarean section 
performed at term on March 30th, 1922. 

The patient was an elderly primigravida anxious to have a child, and 
this foetus was presenting by the breech whilst the maternal soft parts were 
very small and rigid. The Czesarean section was followed by hysterectomy 
on account of the presence of a diffuse tumour of adenomyomatois appear- 
ance in the posterior uterine wall. ‘The mass was roughly the diameter of 
a tennis ball, and was situated in the lowest part of the upper uterine 
segment, at or near the middle line. The ovaries were not adherent, and 
as they showed no apparent abnormality were left in situ. Microscopical 
sections of ovarian tissue from this case could not therefore be made. 

Previous History. Pregnancy normal. No family history of tuberculosis 
or other disease. No personal history suggestive of gonorrhoea. The 
periods had always been of the 3/28 day type with small loss—rarely calling 
for the use of more than four diapers. Dysmenorrhcea had been constantly 
present since menstruation first started at 14 years. It had been of the 
aching, bisiliac type, beginning 3-4 days before menstruation, and easing 
off after the first day of the period. It had not got worse since menstruation 
first occurred. There was no metrorrhagia or leucorrhcea. 

Microscopical examination of growth shows numerous and extensive 
areas of typical decidual tissue surrounding gland spaces. Many of these 
gland spaces are lined with a single layer of somewhat flattened columnar 
epithelium. These endometrial-like areas lie in the midst of tissue having 
the structure of non-striped muscle, from which, however, they are definitely 
demarcated. There is no evidence in the sections of any connection between 
these decidual areas and the uterine cavity. 


So far as | am aware only to cases of so-called adenomyoma 
occurring with pregnancy have previously been reported. Two 
of these Were extra-uterine adenomyomata! and occurred in the 
recto-vaginal septum in association with uterine pregnancy. In 
the case reported by the author the septal tumour had no palpable 
connection with uterine tissue. - 

I 
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All these cases, except two reported from Doederlein’s clinic, 
had marked evidences of decidual change in the cellular mantles 
round the gland spaces. In the two reported negative there is no 
record of serial sections having been examined, and these reports 
are therefore of no critical value as negative evidence. It may be 
taken as a fact, therefore, that decidual reaction is the rule in 
both uterine and extra-uterine adenomyomata during pregnancy. 
This constant occurrence of decidual change with pregnancy is 
made more striking by the fact that in the literature there is no 
definite report of decidual change in adenomyomatous tissue in the 
absence of pregnancy. Yet the literature on the subject of adeno- 
myomata in general is voluminous. 

These facts form one of the strongest links in the chain of 
evidence in favour of the theory of origin of these tumours from 
adult Miillerian tissue, 

At different times the origin of growths of this type has 
been attributed variously to embryonic remains of Wolffian or 
Millerian tissue; to ordinary cellular metaplasia, the result of 
chronic inflammatory conditions in connexion with an epithelial or 
endothelial surface; and to infiltrative serosal epithelial ingrowths, 
possibly associated with inflammatory conditions, pregnancy, etc. 

No one of these theories, or ahy combination of them, provides 
per se a satisfactory explanation of the various conditions found 
in all cases. It must be admitted that inflammatory conditions of 
the endometrium are frequently found associated with cases of 
adenomyoma, and also that metaplasic cell-changes have been 
observed in other parts of the body, e.g., in the floor of chronic 
ulcers of the stomach; but the metaplasic theory has so far at 
any rate lacked microscopic proof in relation to adenomyomata, 
The serosal theory, on the other hand, has appeared to receive 
‘ better support from microscopic demonstrations of what have been 
thought to be downgrowths of serosal epithelium into the uterine 
and other musculature. Recently, however, Sampson? has 
suggested a more feasible explanation of these latter appearances 
in the elaboration of his view that ovarian endometriomata, and 
adenomyomata in general, arise from adult Miillerian tissue. 

Briefly, Sampson’s views are as follows :- 

Tumours of endometriomatous type have their origin in 
transplantations of portions of endometrial tissue on the peritoneal 
surface of the ovaries, Fallopian tubes, uterus, omentum, small and 
large intestine, etc., especially in the region of the pelvis. These 
transplantations reach the peritoneal cavity by reverse passage 
through, the Fallopian tubes. The cells of these transplantations 
have powers of invasive growth (possibly under the influence 
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of ovarian or corpus luteum secretion) which enable them to 
gain access to the subserous tissues of the various structures 
mentioned. In these sites they form new growths of endometrial 
type. The commonest site for these growths to occur is in the 
ovary, where they form gland-like spaces lined by tissue of endo- 
metrial type. Menstrual fluid accumulates in these gland spaces, 
and cysts containing chocolate-coloured fluid are gradually formed 

the so-called perforating hamorrhagic cysts of the ovary, 
Adenomyomata (or endometriomata) in other pelvic or abdominal 
sites are usually transplantations of lining tissue set free by the 
rupture of these cysts. Probably less frequently they may be 
direct transplantations from the endometrium. The cellular 
elements of any of these secondary growths have the power of 
invading the lymph channels, and metastasizing—thus accounting 
for growths of similar type occasionally found in parts so far afield 
as the pericardium and pleura, 

Sampson supports his views with an abundance of material, 
macroscopic and microscopic, which is very convincing. The 
theory meets satisfactorily difficulties which other theories fail to 
explain, and is supported by the fact that these tumours occur 
only in females during the reproductive period of life, that they 
menstruate contemporaneously with the uterine endometrium, and 
do not fail to undergo decidual change during pregnancy wherever 
they may be situated. 

If. we adopt Sampson’s view that the reverse implantations 
reach the peritoneal cavity, as the result of overflow through the 
Fallopian tubes, during excessive menstruation, the difficulty arises 
that many of these cases do not suffer from menorrhagia, In 
both the writer’s cases, menstruation was rather scanty. A more 
feasible and easily understandable explanation is that small 
cellular fragments are carried from the uterine to the peritoneal 
cavity by ascending currents which have been shown by Bond to 
be in action continually in the female genital tract. 

The only argument brought against this theory which would 
seem to discredit it is that of Robert Meyer, who stated that he 
found fragments of elastic tissue in the cellular mantles of these 
tumours, and that, as true endometrium contained no elastic tissue, 
they could not be of endometrial origin. The writer’s experience, 
however, does not support .this argument. In a careful study 
recently of 30 cases, in which curettings have been examined, after 
staining by the Weigert method, the presence of elastic tissue 
has been demonstrated in two instances. 

In one case, a iv-para, aged 47, in which the uterus was 
removed for repeated floodings, the uterine wall showed a marked 
degree of fibrosis uteri. The endometrium was thickened, and a 
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cervical polypus was present. The following is the pathological 
report : 


“ Section I shows an oedematous and hemorrhagic poly pus 
of the cervix with proliferation and dilatation of its glands, 
The only elastic tissue visible is in the thickened blood-vessels, 
where it is increased in amount and broken up. 

‘* Section I]. This specimen shows the condition known 
as hypertrophic endometritis. There is proliferation of 
epithelium and fibrosis of stroma. The small blood-vessels 
are thickened, and the elastic tissue in their wall is thickened 
and irregular.”’ 


An interesting condition in this case was the presence of a 
small nodule in the left Fallopian tube having the characters of 
the so-called salpingitis isthmica nodosa. 

The other instance occurred in a nullipara, aged 30 years, who 
was curetted to ascertain the cause of menorrhagia of uncertain 
origin. A section of endometrium in this case showed some 
thickening of the capillaries with the presence in places of small 
portions of elastic fibres in their walls. There were no evidences 
in this case of a previous genital infection, and no suggestion 
of such in the history. 

It appears likely, therefore, that in chronic inflammatory condi- 
tions of the endometrium, tuberculous and otherwise, the presence 
of elastic tissue is at times evident; but these are exactly the 
conditions under which salpingitis nodosa and adenomyomatous 
areas elsewhere very frequently occur. 
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A Clamp Forceps for Controlling Hemorrhage when 
Performing Myomectomy. 


By Vicror Bonney, M.S., M.D., B.Sc. (Lond.), F.R.C.S. (Eeng.), 
Assistant Obstetric and Gynecological Surgeon, The Middlesex 
Hospital; Surgeon to the Chelsea Hospital for Women. 


Durinc the performance of myomectomy it is most desirable for 
the surgeon to be able to control the very free bleeding which often 
accompanies the enucleation or enucleations, and it is essential 
when very large and highly vascularized tumours are being thus 
dealt with because after their removal the redundant uterine wall 
has to be trimmed down and the uterus, so to speak, reconstructed, 
and this is a proceeding which, to be done well, requires delibera- 
tion and an absence of hurry. The profuse and intimidating gush 
of blood which follows an incision through the capsule of a large 
nevoid fibroid may cause immediate abandonment of the attempt 
to save the uterus or, if it be persisted in, the continual bleeding 
from a hundred points on the raw surfaces so disconcerts, daunts 
and hurries the surgeon that the paring is insufficiently carried 
out and the suturing inaccurately and roughly done so that a much | 
too large and badly reconstructed uterus is returned to the abdomen. 
When | began to do myomectomy on an extensive scale 1 under- 
went a good many of these trials, endeavouring by speed in 
operating to minimize a blood loss which was entirely due to my 
faulty technique. Presently I took to placing clamps temporarily 
on the ovario-pelvic folds and then on all four of the main vessels 
supplying the uterus, getting at the uterine arteries by deliberately 
exposing them before beginning to enucleate. It is, however, not 
always easy to compress efficiently the uterine artery by means of 
forceps, for the vessel tends to slip out of the jaws and leaves the 
veins alone compressed which makes the bleeding worse ; moreover 
the vessels themselves are with difficulty accessible in some cases. 

I therefore devised the clamp forceps shown in fig. 1, the grip 
of which is so arranged as practically to encircle the uterus at the 
junction of cervix and bedy and act asa tourniquet in controlling both 
uterine arteries at once. In passing | may remark: that I found 
that the cervix was a very much smaller thing than I took it to be 
and that to exercise sufficient pressure to compress the uterine 
arteries the jaws of the forceps had to close together much closer 
than I had anticipated. ; 
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Fig. 1. 


The clamp is put on from the front, with the receding angle of 
its bend towards the abdominal wall and its shanks resting on the 
pubes. (Mig. 2.) It is applied over the peritoneal investment of 
the lower uterine segment and supravaginal cervix, and during its 
adjustment it is held by means of the two lower finger rings, the 
two upper rings being used for the final clamping and when it is 
being taken off. It might be feared that the pressure of the jaws 
would damage the peritoneum or seriously bruise the uterine 
tissues, but in fact it is not so, no mark being visible when the 
clamp is taken off. 

















Showing the clamp applied to a myomatous uterus. The pubic 
end of the abdominal wound is shown. 
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This clamp when properly applied, and with ring forceps com- 
pressing the ovarian arteries as they run in the ovario-pelvic 
ligaments on each side, so completely controls the circulation 
through the uterus that the operation of myomectomy becomes 
nearly bloodless, much easier and, in formidable cases, immeasur- 
ably safer. It should not be taken off until the reconstruction and 
suturing of the uterus as recéntly described by me in this Journal * 
is entirely finished. On removing it the uterus swells up visibly 
and probably a few oozing points will appear along the suture line. 
These can be checked at once by under-running them with mattress- 
sutures. 

Possession of a means of controlling the bleeding in myomec- 
tomy is an immense gain and at once ‘‘ writes off’ the chief 
difficulty and drawback of the operation, and should the operator 
after enucleating and endeavouring to reconstruct the uterus decide 
that he cannot achieve a satisfactory result he can proceed to carry 
out hysterectomy with the patient none the worse for his praise- 
worthy attempt, As an example of the command this clamp gives the 
surgeon | may mention a woman of 30 years of age from whose 
uterus I enucleated a solitary navoid myoma the size of an eight 
months’ pregnancy deeply imbedded in the posterior wall. The 
uterus was intensely vascularized and | performed the ‘ hood ”’ 
operation described by me without the loss of a tablespoonful of 
blood after the initial escape of that contained within the uterus 
although the operation lasted nearly an hour and a half. 

The clamp should be applied as high up the uterus as the 
situation of the tumour will permit. There is a tendency to put it 
on too low so that it compresses the cervix below the point of 
entrance of the uterine arteries, which then escape compression. 
When all four arteries are compressed the uterus can be seen to 
become paler in colour. 

If on making the first incision through the uterine wall any 
spouting vessels are seen the clamp is wrongly adjusted and should 
be taken off and reapplied. 

In the case of a cervical fibroid or a fibroid verging on that 
zone it may be necessary first to enucleate partially the lower pole 
of the tumour before putting on the clamp. 

If the cervix and lower segment are very narrow, it may be 
necessary to slip a piece of india-rubber tubing over each jaw of the 
clamp, So as to increase its gripping power. 


* “The Modern Seope and Technique of Myomectomy,” Journal of Obstetrics and 
Gynecology, vol. 29, No. 4, p. 591. 
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A New Vulval Retractor. 


By Comyns BERKELEY, M.D., M.C. (Cantab.), F.R.C.P.(Lond.), 
Senior Obstetric and Gynecological Surgeon, the Middlesex 


Hospital. 


THe vulval retractor, which has been made for me by Messrs. 
Allen and Hanbury, 48, Wigmore Street, W.1, and to whom | am 


indebted for the illustrations, will be found very useful for 





operations on the perineum and posterior vaginal wall, especially 
in those circumstances-in which the available assistance is not 
sufficient. The instrument is very simple, and is unlikely to get 
out of order. 





























“CASE SHEETS.” 


for use in 
Antenatal and In-Patient Maternity Departments and the Labour 


Room. 


COMYNS BERKELEY. 


With this number of the Journal are included specimen 
“Case Sheets’ suitable for the Antenatal and In-patient reports 
on obstetric patients and for use in the Labour Room. The 
original forms of these ‘Case Sheets’? were obtained by the 
ditor from the Johns Hopkins Hospital, Baltimore, U.S.A, They 
were then, with the assistance of Herbert’ Williamson, altered for 
use in the City of London Maternity Hospital. Later the Antenatal 
iorm was added and a few other additions made by L. Carnac 
Rivett for use in Queen Mary’s [lospital, Stratford. At a later 
date still the staff of the City of London Maternity Hospital revised 
the ‘Case Sheets,’’ and lastly the Editor made several additions, 
including the red line on the temperature chart, for use in the 
Maternity Department of the Middlesex Hospital, thus bringing 
the ‘* Case Sheets’? to their present form. 

At the City of London Maternity Hospital and the Maternity 
Department of the Middlesex Hospital, the Pupil Midwives are 
provided with 20 Antenatal and [n-Patient Case Sheets, bound ina 
cardboard cover. The transcription of the Official Report into these 
books, by the Pupil Midwives, has been found to be of great service 
in their education. 

The red line on the ‘‘ Mother’s Temperature Chart’? is placed 
at 100°F., a temperature above this being regarded at the City of 
London Maternity Hospital and the Middlesex Hospital as septic 
in nature, unless the contrary can be determined. The position of 
this line can be altered to suit individual requirements. 

These ‘‘ Case Sheets,’? which are offered as suggestions to 
medical men holding the posts of obstetric officers to institutions, 
can be obtained from Messrs. Sherratt and Hughes, 34, Cross 
Street, Manchester. : 








BOOK REVIEWS. 


* Text-Book of Gynawcology for Students and Physicians.’? By Dr, RoBERt SCHROEDER, 
Professor of Obstetrics and Gynwcology and Director of the University Women’s 
Clinic at Kiel. Large octavo; 662 pp., with 324 figures, some in colours. 
Leipzig, Vogel, 1922. 

‘Tis text-book of gynaecology has many excellencies, but is rather too extensive 

for students and not quite full enough for experts, especially in its reference to non 

German literature. 

In the preface the author states that he has studied all the original hand-books 
and text-books and all the most important works on gynzcology published during the 
last 20 years, and has personally examined all the material obtained by operation in 
the Rostock clinic during the past 11 years. He has thus acquired an extensive 
personal experience, which, indeed, is evident on every page. 

One special object of the author was to treat of the relation of local gynaecological 
affections to the general health of the patient, 

The work is preceded by a very complete and methodical list of contents, which 
compensates for the somewhat meagre index at the end of the volume. 

The first chapter deals with anatomy. Fig. 1 is a reproduction of a photograph 
of the vulva, The details are not clear, and the figure has no educational value. 
Fig. 8 is an excellent illustration (taken from Dahl) of the innervation of the female 
genitalia. Fig. 65, illustrating the normal relations of the pelvic viscera is a very 
amateurish and not very accurate drawing. It is a pity that Fig. 1 and Fig 65 have 
not been replaced by some of the excellent drawings to be found in many existing 
text-books ; it is the more to be regretted as most of the macréscopic and microscopic 
illustrations are excellent. It would be better to substitute drawings for some of the 
high power photographs, especially for those of sarcoma. Fig, 288, for instance, is 
labelled “ polymorph. and partly round-cell sarcoma,’’ but it is only by the label 
that it could be recognized as such. 

A very good account is given of tumours, cancer and sarcoma of the uterus, 
ovaries and tubes. For myoma the author prefers supra-vaginal hysterectomy to total 
hysterectomy, stating ‘that ‘‘ only 4o or 50” cases of cancer of the stump have been 
published. If the author reads the American literature he will find that 276 cases 


have been observed by American surgeons alone. The ‘‘ so-called adenomyoma ”’ he 


se ’ 


designates ‘* adenometritis.’ 

This text-book should be in the hands of every gynecologist ; it contains a very 
complete, though in some cases brief, account of gynacological affections and an 
extensive German bibliography. It is disappointing to find so few references to British 
and American literature ; one would have expected, for instance, in a work of this 
kind to have found some reference to Aveling’s repositor for the replacement of the 
inverted uterus, which is much superior to any method mentioned by the author. 

For students we think the text-book is less suitable. In treating of rupture 
of the perineum, for instance, the operations—five in number—are given under the 
originators’ names, but without any details of the operation and without illustrations, 
which alone can make the steps of the operation clear to students. We have 
pointed out a few minor faults, but the work is one of high value which we have 
pleasure in bringing to the notice of gynacologists. 
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“ Medical Practice in Africa and the East.” (Being a series of open letters on 
professional subjects from doctors practising abroad addressed to their 
colleagues at home: with an introduction by SrepHen Pacer, F-.R.C.S.) 
London: Student Christian Movement, 32, Russell Square. Pp. i—x + 111. 
4/- net (in paper cover, 2/6 net). 
Few of us at home have much conception of the conditions under which our brothers 
in non-Christian lands are working, and this book is an attempt—and a successful 
one—to give us some idea of their tasks and their achievements, 

One sees the struggle between the temptation to treat the symptoms of the 
thronging, suffering thousands and the desire to investigate their diseases: the 
temptation to erect hasty shelters and the duty to lay solid foundations. And we see 
order gradually evolved out of chaos. So that already we may look forward to 
the time when Kastern native medical practice may hold its head as high as 
does its Western brother and may even have something to teach him. 

But what does the individual writer of these letters do? He (or she) must be 
prepared to do anything. In India difficult obstetrics—within a year in one city 
alone 30 Cesarean sections were performed on account of osteo-malacia—ophthalmic 
surgery and preventive medicine will predominate perhaps, in addition to the 
everyday training of native Indians as nursing orderlies, dispensers, laboratory 
assistants and even as anesthetists. The clinical material here is so vast that 
surgeons have had to refuse to operate on patients whose operation would require 
longer than half-an-hour! In spite of this two surgeons have had to do over 
100 operations between them in a single day, and above 2,000 in a month! And 
brief notes appear to have been made about all of them. 

In the inlands of China difficulties equally great have been met with, and the 
hospitals originally extemporised out of native -houses have been embarrassed by the 
insistence on the part of the patient’s family to come in too, with all their pediculi, 
to wait upon him! The degree of suffering to which native patients have had to 
submit in the past is exemplified by a woman from whom was removed an ovarian 
cystic tumour weighing 11651b.!| The patient, who remained and who made an 
excellent recovery, weighed 79 lbs, 

To us the book surpassed even the expectation raised by Mr. Stephen Paget’s 
charming and enthusiastic introduction, and we can recommend it most cordially 
to those who wish to know something of what the other fellow is doing. 


MAXWELL PENNY. 


“A System of Surgery.” Edited by C. C. Cnoyce and J. Martin Bearriz. In 
three volumes. Price, £6 net the set, 

We welcome the appearance of a second edition of Choyce’s “ Surgery.” The 

original edition has achieved for itself widespread renown as a text-book of surgery, 

as a comprehensive and authoritative exposition of the ideals, opinions and practice 

of British Surgery. 

The authorship of each article has been sought and found in surgeons and 
pathologists eminent in their profession and experts in-the subjects upon which they 
have written. While the majority of articles has been contributed by surgeons 
and pathologists working in Great Britain, the editors have not hesitated to seek 
experts further afield, the article on Hydrophobia being contributed by no less an 
authority than Professor Léon Calmette, of the Pasteur Institute, Paris; and that 
on Surgical Diseases caused by Animal Parasites, Snake Bite, etc., by Professor 
Frank Cole Madden, of the Kasr-el-Ainy Hospital, Cairo. London, Edinburgh, 
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Oxford, Manchester, Birmingham, Bristol, and Newcastle-on-Tyne have all con 


tributed their quota as representing Great Britain, 


Vol. I contains 52 more pages than the corresponding volume of the first edition, 
Several articles in the first edition have been omitted from this edition, such as 
the separate article on Military Surgery by Major C. G. Spencer, though much of 
the knowledge gained during the war has been embodied in this edition in the 
article on Wounds and Wound treatment by C. C. Choyce and Gwynne Williams. 

The article on Drowning, by Professor Keith, has not been included in this 
edition, nor has the article on Salvarsan in the treatment of Syphilis, by Brevet-Colonel 
T. W. Gibbard, the Drug and its efficacy being discussed in this edition by 
Brevet-Colonel L. W. Harrison in his article on Acquired Syphilis, which replaces 
the contribution on the same subject by Colonel E. I. Lambkin in the first edition. 
Brevet-Colonel Harrison also is the author of an article on Congenital Syphilis, 
replacing the article by J. E, R. McDonagh in the first edition. 

New articles have been included in this edition on : Ulceration, by C. A. Pannett; 
Toxwmia, by EK, K. Martin; while the article on X-Ray Diagnosis has been 
re-written by J. Magnus Redding, to replace the previous contribution by the late W. 
lronside Bruce. 

The article on Tetanus has been re-written by Colonel J. W. West, to replace 
that by IF. Victor Milward in the previous edition. 

While the authorship of the other articles remain the same, the articles have 
in the majority of instances been revised and additional matter inserted, Although 
we feel that the article on Surgical Bacteriology is somewhat long and detailed for 
inclusion in a text-book of Surgery, its subject matter is excellent, and the 
coloured plates accompanying its text are very beautiful. 

We are a little surprised to find no mention of intra-tracheal anesthesia in the 
article on General Anesthesia, by Dr, J. Blomfield. 

Vol. IL. contains articles on the Surgery of the Breast, Spleen, Face, Alimentary 
Canal and its adnexa, on the Upper and Lower Urinary Tracts and the Male Genital 
System, 

The article on the Female Genital Tract has been transferred in this edition to 
the beginning of Vol. T11, which, in our opinion, is a pity. 

The article on Hernia, by Lawrie McGavin, has been revised by C. C. Choyce, 
and B,C. Mayberry collaborates with Percy Sargent in the articles on the Appendix 
and the Peritoneum. 

The majority of the articles have been revised and in many cases appreciably 
enlarged. 

New colour and half tone plates have been inserted, a notable example being 
a folding plate in Sampson Handley’s article on the Breast, showing permeation in 
Paget’s Disease. When there are so many beautiful colour plates it seems a 


pity that the plate illustrating the variety of gall-stones is not also done in colour. 


Vol. IIT contains 260 more pages than in the previous edition, largely accounted 
for by the inclusion of the article on the Female Genital Tract, by Victor Bonney, by 
the considerable extension of the article on Orthopedic Surgery, and by the 
addition of an extremely able and informative section on Trigeminal Neuralgia, 
by Wilfred ‘Trotter, in his article on the Scalp, Skull and Brain. Other articles 
also have been enlarged to account for their share in the general increase in size 
of Vol. III. , 

The article on the Pharynx, Naso-pharynx and Larynx, and Kar has been 
re-written by Norman Patterson to replace the article by J. Stoddart Barr in the 
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previous edition. Similarly, the article on Fractures is re-written by Hey Groves, 
and replaces the previous article on the same subject by Albert J. Walton. 

The article on Diseases of Bones is somewhat disappointing. In a work of this 
importance much more might be made of the section on non-specific inflammatory 
diseases of bone. he illustrations are few and not very convincing. Photographs 
of patients affected by some of the rarer diseases of bones, such as achondroplasia, 
osteo-malacia and osteitis deformans would add greatly to the value of the text. 

The section on Tumours of Bones here is naturally brief, so as not unnecessarily 
to recapitulate the article by Raymond Johnson in Vol. I on the same subject. 

In this section on Bone Tumours it would have seemed natural for the author 
to have concentrated on the methods and results of treatment of bone tumours 
rather than on their nature and effects, yet, for instance, we have looked in vain 
in the short paragraph on myelomas of bone for any indication as to treatment, 
or the results of treatment. 

On the whole, it is an excellent book, well conceived and well carried out. 
It should rank high among the standard text-books of Surgery in the English 
language, 

Not only of great use to the student in his search for knowledge with which to 
defy the menace of his imminent examinations, it is as well a handy work of 
reference for the busy practitioner. We cannot too heartily commend the insertion at 
the end of each article of the lists of selected references—a valuable idea which 
we trust will be perpetuated and possibly enlarged in each successive edition. 

The publishers are to be congratulated on their side of the production— especially 
on the clearness of the printing and the excellence of the pictorial reproductions, both 


coloured and uncoloured. 


C. H. SHORNEY WEBB. 
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Review of Current Literature. 


DirEcror: FRANK E. TAYLOR, 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


THIS Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the ‘ Journal 
of Obstetrics and Gynecology of the British Empire ’’ exchanges : 


British.— The Lancet ; British Medical Journal; The Hospital and Health Review ; 
Medical Science: Abstracts and Reviews, 

Imerican——American Journal of Obstetrics and Gynwcology ; The Journal of the 
American Medical Association ; Surgery, Gynawcology and Obstetrics 

Australian.—Medical Journal of Australia. 

South African.—Medical Journal of South Africa. 

French.—l.a_ Gynécologie ; Gynécologie et Obstétrique; Bulletin de la Société 
(Obstétrique et Gynécologie de Paris; Revue de Gynécologie et de Chirurgie 
Abdominale. 

Belgian.— Bruxelles-Médical. 

Ttalian.—Annali di Ostetriea and Ginecologia, 

German,—Zeitschrift fiir Geburtshilfe und Gynikologie ; Archiv. fiir Gyniikologie ; 
Zentralblatt ftir Gynakologie ; Monatschrift fir Geburtshilfe und Gyniikologie ; 
Miinchener Medizinische Wochenschrift 

Scandinavian.— Acta Gynecologica Scandinavica, 

South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Buenos 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 

London: W. E. Crow THER, M.B., JANE H. Fitsuiu., F. E. Tavior, 
F.R.C.S. 

Liverpool: Rosert A. HENDRY, F.R.C.S. 

Sheffield: W. W. KING, F.R:CS. 

Edinburgh : W. F. THroporre Haurrain, F.R.C.S. 

Glasgow: JAMES HENDRy, M.D. 

Amsterdam: J. A. WIJSENBEEK, M.D. 


The Journal of the American Medical Association, 
Vol. 80, No. 9, March 3, 1923. 
*The care and feeding of infants (continued). (Sprciar, ARTICLE.) 
Placental function. (CURRENT COMMENT.) 
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Vol. 80, No. 10, March 10, 1923. 
*Blood transfusion by the citrate method in hemorrhages of the new-born. 
F. H. FAs. 
*The care and feeding of infants (continued). (SPECIAL, ARTICLE.) 


Vol. 80, No. 11, March 17, 1923. 
"Improved phenoltetrachlorphthalein test for liver function in pregnancy 
and toxzemias. H. H. ROsENFIELD and EK. F. SCHNEIDERS, 
*The care and feeding of infants (continued). (SPECIAL, ARTICLE.) 


Vol. 80, No. 12, March 24, 1923. 
Prevention of peritoneal contamination in drainage of abdominal abscesses. 
J. R. SASTMAN. 
"The care and feeding of infants (continued). (SpkCIAL ARTICLE.) 


Vol. 80,-No. 13, March 31, 1923. 
"Calcification of the ovary: report of a case. T. C. Bost. 
A case of ectopic pregnancy at term with living child. B. J. O’Nem, and 
W. W. CRAWFORD. 
*The care and feeding of infants (continued). (Special, ARTICLE.) 


Vol. 80, No. 14, April 7, 1923. 
"Defective diet as a cause of sterility: final report of fertility studies in 
the Albino rat. D. MACOMBER. 
*Subcutaneous implantation of the human ovary. G. L. STREETER. 
*The care and feeding of infants (continued). (SPECIAL, ARTICLE.) 


Vol. 80, No. 15, April 14, 1923. 
*Sudden acute pain in the shoulders associated with acute pelvic pain in 
women. I. C. RUBIN. 


Vol. 80, No. 16, April 21, 1923. 
*Management of the female urinary bladder after operation and during 
pregnancy : a further study of residual urine in its bearing on urinary 
tract disturbances. A. H. Curtis. 


Vol. 80, No. 18, May 5, 1923. 
*Heemoperitoneum after ruptured corpus luteum. A. Strauss. 
The vaginal pessary : its indications and limitations. KE. Novak. 
Heated bed for transportation of premature infants. J. H. Hxss. 


Vol. 80, No. 19, May 12, 1923. 
New views on the predetermination of sex. (EDITORIAL) 
The care and feeding of infants. These articles, with additional tabular 
matter, and an historical account of the subject, together with illustrations, 
will be reprinted in book form. 


Blood transfusion by the citrate method in hemorrhages of the new-born. Falls 


considers that blood transfusion by the citrate method is a specific for the 
treatment of the haemorrhages of the new-born. The peripheral veins, and 
especially the external jugular veins, are well adapted for this procedure 
if the proper instruments and technique are employed. This method is 
safer than the injection of blood into the longitudinal sinus, and is not 
technically too difficult for the average physician. The recovery of an 
infant with severe icterus neonatorum suggests its use in this condition, 
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Improved phenoltetrachlorphthalein test for liver function in pregnancy and its 
toxemias. Rosenthal showed that practically the liver is the only organ 
involved in the elimination of phenoltetrachlorphthalein and concluded 
that after the injection of the dye intravenously there should be a retention 
in the blood if liver function is impaired. The authors have applied this 
test in a series of normal and toxic pregnancies and describe the technique 
they employed. Normal pregnancy showed no variation from normal non- 
pregnant cases. 

Toxemias of pregnancy, including eclampsia, show a degree of liver 
impairment relative to the amount of toxicity and subsequent to relief 
from toxic symptoms there is a return of liver function to normal limits. 

Rosenfeld and Schneider are of opinion that this test gives a quantita- 
tive index of functional capacity of the liver and that in the toxaemias of 
pregnancy it will aid greatly in serving as an index of treatment and will 
assist in determining the time at which therapeutic abortion or induction 
of labour should be performed in cases in which these measures may be 
necessary. 


Calcification of the ovary. Bost reports the seventh and largest case of 
calcification of the ovary on record. 
| 

Defective diet as a cause of sterility. Macomber points out that there may 
be great individual variations in fertility, and that such variability is 
increased by inbreeding and by defective dict. There are individuals whose 
fertility is so low that they are unable to reproduce with each other, but is 
sufficiently high to allow of reproduction with highly fertile individuals. 
To explain these facts he has formulated the following theory of fertility : 
The fertility of a mating is the result of the product of the fertility of th< 
two individuals concerned. If this mating fertility is above a certain level 
the mating is productive; if not, it is unproductive. This level he calls 
the threshold of reproduction. This theory has been confirmed in its 
general aspects, but the subject requires further experimental study, and 
it would be interesting to determine whether there is any hereditary factor 
involved in fertility. 


Subcutaneous implantation of the human ovary. Two years after the per- 
formance of ventral fixation of the uterus a mass, the size of a cherry, 
developed at the upper end of the scar. Four weeks later it was the size 
of a hen’s egg. It was thought to be a wound hernia. Operation disclosed, 
just beneath the skin, embedded in the superficial fascia, a thin-walled 
partially transparent cyst which proved to be an intact chorionic sac con- 
taining a well-formed embryo. It is presumed that at the previous 
operation the Fallopian tube was drawn through the rectus muscle, either 
in mistake for, or in addition to, the round ligament, and that in the kink 
of tube so produced the fertilized ovum had been arrested. 


Sudden acute pain in the shoulders associated with acute pelvic pain in women. 
Rubin considers that sudden acute pain in the shoulders associated with 
acute pelvic pain in women is a symptom of ruptured ectopic pregnancy, 
indicating subphrenic blood extravasation (subphrenic hemoperitoneum) 
and gives details of two illustrative cases. 
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Management of the female urinary bladder after operation and during pregnancy. 
In this further study of residual urine in its bearing on urinary tract 
disturbances, Curtis concludes that : 

(1) Strict avoidance of the catheter after operation is not advocated. It 
is objectionable because many patients suffer intense pain from retention 
of urine and because failure to relieve the distended bladder is accompanied 
by back pressure destruction of kidney tissue. 

(2) After operation patients who do not require catheterization for relief 
of distension quickly return to normal without urinary tract infection 
although in more than one per cent. some residual urine is present. 

(3) Patients who suffer from post-operative distension of the urinary 
bladder may be repeatedly catheterized without fear of infection, provided 
they are thereafter subjected to a daily test for residual urine until it is no 
longer present. 

(4) It is dangerous to cease abruptly the use of the catheter with the 
advent of spontaneous micturition, because some urine is usually retained 
for some days. Contamination of the residual urine is the chief cause of 
post-operative cystitis. 

(5) Watchfulness for residual urine in all-pregnant women who show 
undue frequency, or who reveal pus in the urine, is an important precau- 
tion against pyelitis of pregnancy. 


Hemoperitoneum from ruptured corpus luteum. A multipara was operated 
on for symptoms suggesting ruptured ectopic gestation. At operation the 
hemorrhage was found to come from the ovary and the condition was 
thought to be a ruptured ovarian pregnancy, the whole ovary being 
removed. Subsequent investigation showed that the haemorrhage was from 
a ruptured corpus luteum. A dl 


British Medical Journal. 


April 7, 1923. 
*Ten cases of ovariotomy in women over 70 years of age. HH. R. SPENCER. 
Hyperemesis gravidarum. N. WILSON. 


April 14, 1923. 

*The new midwifery : preventive and reparative obstetrics. J. W. BALLAN- 

TYNE. 

*Suppression of urine after labour. A. W. OWEN. 

The new midwifery. (LAADING ARTICLE.) 

Treatment of puerperal infections. J. lL. Renroun. (Correspondence.) 
April 21, 1923. 

Treatment of puerperal infections. H. H. Puiniirs, (Correspondence.) 
April 28, 1923. 

Treatment of puerperal infections. D. W. Boswmi.. (Correspondence.) 
May 5, 1923. 

Treatment of puerperal infections. P. B. Watson. (Correspondence.) 
May 12, 1923. 

Colloid argentum in ruptured perineum, D. M. B. SNELL. 
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May 109, 1923. 
*Inversion of the uterus treated by hysterectomy. J. J. W. Evans. 
*Spontaneous rupture of the uterus. C. M. ROLSTON. 
Treatment of puerperal infections. E. R. LivinGstong. (Correspondence.) 
Catgut or silver as suture for vesico-vaginal fistula. H. R. SPENCER. 

(Correspondence.) 

June 16, 1923. 
*The treatment of uterine fibroids : operation or radiation? W. FLETCHER 

SHAW. 

June 23, 1923. 
*Autoplastic ovarian transplantation. J. H. Marrrass. 
June 30, 1923. 
*Acute puerperal inversion of the uterus. R. R. Foorr. 

Ovariotomy in women over 70 years of age. Among the 625 ovariotomies 
performed by Spencer, 10 were in women over 70 years of age—every case 
of ovarian tumour he has seen in’'women over 70 having been operated on. 
There was no mortality. He considers that if their organs are sound and 
they are not too fat such patients are good subjects for operation, especially 
if they are of a cheerful temperament. 

Spencer prefers ether to chloroform unless bronchitis is present and 
thinks infiltration and spinal anesthesia generally unsuitable as liable to 
upset the patient’s mental equilibrium. The operation should be per- 
formed as rapidly as possible, with due regard to careful suturing. The 
patient should be propped up in bed to prevent hypostatic pneumonia, and 
sedatives (not morphine) should be given, preferably by the rectum, if 
sleeplessness occurs. 

Malignant tumours are rare and a consideration of the results of 
ovariotomy for benign tumours in women over 70 years of age shows that 
the operation may be undertaken without selection of cases with every 
prospect of success. 

The new midwifery: preventive and reparative obstetrics. Ballantyne points 
out the new view-point which present-day obstetrics is undergoing by the 
employment of preventive measures founded upon ante-natal supervision 
and treatment and on the careful and continued “ follow-up ”’ of mother 
and infant after the conclusion of labour. 

This changed outlook upon midwifery has been revealing itself in two 
ways—by throwing new responsibilities upon maternity hospitals, medical 
practitioners and obstetric teachers and by demonstrating the great possi- 
bilities of live saving (both maternal and foetal), and of disease- and 
disability-prevention which come with its adoption. It also brings new 
obstetric responsibility and promises new obstetric principles. 

The advantages which may be expected from the wide adoption of the 
new midwifery may be enumerated under seven headings as follows : 

(1) The removal of anxiety and dread from the minds of expectant 
parturient and puerperal patients. 

(2) The removal of much discomfort and suffering. 

(3) The adoption of ante-natal supervision and treatment as exemplified 
by the early and more satisfactory treatment of the dangerous complications 
of pregnancy, such as the toxeemias, syphilis, abortions and heart disease. 
There can be as yet no limit set to the possible therapeutic triumphs of an 
ante-natal department with ante-natal beds and a competent staff, 
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(4) The increase in the number of normal labours due to ante-natal 
work, and of normal pregnancies due to the post-natal work, post-natal 
supervision and treatment being merely the ante-natal care of the succeed- 
ing pregnancy and confinement. 

(5) The diminution of the still-birth rate. 

(6) The fall in the maternal death-rate due to such obstetric complica- 
tions as sepsis, haemorrhage, embolism, and the like, and to the operative 
interference which they call for. 

(7) The spread of a sane knowledge of the risks of child-bearing and of 
their preventability amongst the general public. The mere existence of 
ante-natal and post-natal clinics and wards is an educative factor, and every 
woman who gets benefit from attendance at such clinics or from treatment 
in such wards goes forth among her sister women as an _ unofficial 
“publicity agent.’ It is well to anticipate the demand which is certain 
to arise. 


Suppression of urine after labour. (wen records a case of suppression of 
urine after labour in a multipara aged 30, which ended fatally 41 hours 
after the labour. The urine had not been examined during pregnancy. 
Twins were present and for delivery of the second child internal podalic 
version was performed under chloroform. Vomiting supervened and was 
uncontrollable by drugs and none of the usual methods for suppression of 
urine, such as hot blankets and bottles, hot steam, cupping of the kidneys, 
pilocarpine, etc., had the slightest effect. An autopsy was not performed. 


Inversion of the uterus treated by hysterectomy. A primipara, aged 27, was 
delivered by forceps under chloroform. On the fifth day after confinement 
there was retention of urine and the uterus was found to be inverted. It 
was replaced without difficulty. Five minutes later the patient complained 
of metrorrhagia, and examination revealed a soft mass projecting from the 
os uteri which was taken for a placental polypus. A week later examina- 
tion under an anesthetic revealed the true nature of the case, and manual 
replacement could not be affected. Laparotomy was performed, and as it 
was impossible to replace the uterine body, amputation was performed 
through the neck of the uterus. The uterus was not enlarged. The patient 
recovered. (No mention is made of Aveling’s repositor.) 


Spontaneous rupture of the uterus. A native woman, aged : 29 years, was 
admitted to hospital in Antigua, B.W.L., for collapse and uterine abdominal 
pain. She had been in labour 24 hours in her own home. On opening the 
abdomen a dead full-term child was found lying in the abdominal cavity 
amongst the intestines, with the placenta partially extruded from a trans- 
verse rupture of the uterus. The rupture in the uterus was sutured and 
the uterus was sutured to the abdominal incision and the abdomen closed. 
The patient recovered. 


The treatment of uterine fibroids: operation or radiation? Discussing this sub- 
ject in a post-graduate lecture Fletcher Shaw draws the following conclu- 
sions : 


(1) Small fibroids, not larger than an orange, which are not producing 
any symptoms may be left alone, but the patient should be kept under 
observation, as there is a possibility before the menopause of the tumour 
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causing increased haemorrhage or increasing in size, and after the meno- 
pause of becoming malignant. 

(2) If the patient is very anemic the tumour should be treated by 
radiation to stop the haemorrhage and allow her general health to improve, 
but the tumour should be removed later. 

(3) In all other cases the tumour should be removed by hysterectomy 
or myomectomy myomectomy being preferred for women in the child- 
bearing period who desire a family and when a useful uterus can be left, 
panhysterectomy for cases with a badly lacerated cervix in addition to the 
fibroid, and supravaginal hysterectomy for the remainder. 

Autoplastic ovarian transplantation. © Mattrass records a case of autoplastic 
ovarian transplantation which is of interest for the following reasons : 

(1) The length of time during which the patient has been under careful 
observation nine years and seven months. He also considers that this is 
the only case on record where a human ovarian graft has been microscopi- 
cally examined after being transplanted so long. 

(2) The sexual life of the patient has been normal. The grafted ovaries 
have apparently discharged thei1 functions as well as if they had not been 
grafted. Opinions have been expressed that a graft could not function 
longer than a few months, but this case shows that grafted ovaries can 
function for a much longer period. 

(3) Except for a little tenderness and occasional slight swelling during 
menstruation no inconvenience has been caused by the grafted ovaries in 
their new location. 

Mattrass considers that the conclusions resulting from this case in 
conjunction with reports by others, demonstrate that autoplastic transplan- 
tation of the ovaries is a valuable procedure being a definite step forward 
in the conservative surgery of these organs. The simplicity, ease and 
rapidity of the operation and the assurance of success if a few simple facts 
are observed, justify its use in suitable cases. 

Acute puerperal inversion of the uterus. A ii-para, aged 29, was attended 
by a midwife in a somewhat precipitate labour. As the placenta had not 
come away in half an hour it was expressed and the ‘ placenta and uterus 
came down together.’? The placenta was then removed. The cord had not 
been pulled upon. On admission to hospital one hour later the patient was 
unconscious and pulseless, being in a condition of extreme shock. On 
treating the shock consciousness returned in an hour and the pulse could 
be felt. Under light anzesthesia the uterus was replaced by steady pressure 
for ten minutes. Pituitrin was given intramuscularly and the uterus was 
douched. The uterus immediately contracted; there was no haemorrhage. 
Recovery ensued. I) Deed be 


Lancet. 


April 14, 1923. 
*Case of torsion of an ovarian cyst in an infant. If. M. Powe... 


April 21, 1923. 
“Case of erosion of the rectum by an ectopic placenta. J. A. CAIRNS 
FORSYTH, 
The treatment of primary or spasmodic dysmenorrheeg. E. F. BLACKER. 
The teaching of obstetrics and gynecology. (IADING ARTICLE.) 
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April 28, 1923. 
*The haemorrhages of the new-born. J. N. CRUICKSHANK, 
The teaching of midwifery and its defects. (LHADING ARTICLE.) 
Pregnancy complicated by purpura. (ANNOTATION.) 
The teaching of obstetrics and gynecology. (SPECIAL ARTICLE.) 
May 5, 1923. 
‘Some gynecological operations in relation to Life Assurance. A. EK. GILEs. 
*The prevention of congenital syphilis. J. H. Smourra. 
Spasmodic dysmenorrhua. W. H. B. Stoppart. (Correspondence.) 
May 12, 1923. 
The teaching of obstetrics. F. J. FRANKAU. (Correspondence.) 
Dysmenorrhcea as a symptom, F. lL. PRrovis. (Correspondence.) 
May 19, 1923. 
*Notes on one hundred human fcetrses. M. F. lL. KeeNe and E. iE. Hewer. 
*The treatment of ante-partum haemorrhage. T. W. EDEN. 
Ante-partum heemorrhage. (LEADING ARTICLE.) 
Sterility in women. (ANNOTATION.) 
Primary carcinoma of the urethra. (ANNOTATION.) 
Paris: The suppression of abortion. (SPRCIAL ARTICLE.) 
Berlin: The Midwives’ Act. (SPECIAL ARTICLE.) 
June 2, 1923. 
A case of complete inversion of the uterus occurring immediately after 
labour. H. COHEN. 
Radium in the treatment of cancer of the uterus. (ANNOTATION.) 
June 9, 1923. 
A case of co-existing uterine and ectopic gestations. J. A. BERRY. 
June 16, 1923. 
*The duration of pregnancy in its medico-leyal aspects. T. W. DEN. 
"Hyperthyroidism as a cause of severe uterine haemorrhage following minor 
vaginal operations. A. W. BOURNE. 
Fibroma of the ovary with an account of a case. A. W. OWEN. 
June 23, 1923. 
*Puerperal insanity. R. ARMSTRONG-JONES. 
*The fatality of puerperal fever. R. DUDFIELD. 
The prophylactic treatment of puerperal sepsis. FLORENCK EH, BARRETT. 
Midwifery without tears. (LEADING ARTICLE.) 
Fibroma of the ovary. H. A. ikpiaARD. (Correspondence.) 
June 30, 1923. 
Radium in the treatment of uterine haemorrhage: with a report on 45 
cases. S. FORSDIKE. 
The prophylactic treatment of puerperal sepsis. E. V. Brown. (Corres- 
pondence.) 
Duration of pregnancy. R. A. HENpRyY. (Correspondence.) 


Torsion of an ovarian cyst in an infant. A female infant, aged five months, 
was admitted to hospital on account of vomiting and abdominal pain. On 
examination under an anesthetic a tense cystic tumour, the size of a foetal 
head, was found to fill the abdomen and part of the pelvis. Laparotomy 
revealed an ovarian cyst with twisted pedicle including the right Fallopian 
tube. There was a second twist of the uterus with the left tube and ovary. 
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The uterus and appendages were dark purple in colour and were removed 
entire. The patient recovered. 


Erosion of the rectum by an ectopic placenta. Cairns Forsyth records a case 
of erosion of the rectum by an ectopic placenta in which severe haemorrhage 
from the rectum was an initial symptom of the ectopic pregnancy. The 
uterus and both appendages were removed. It was found impossible to 
suture the opening into the rectum so the posterior fornix was incised from 
above and a large drainage tube was passed into the vagina. The mouth 
of Douglas’s pouch was closed by a pursestring suture and reinforced by 
stitching the anterior peritoneal flap made in removing the uterus to the 
rectal wall above. Two days later colostomy was performed. The patient 
recovered. 


The hemorrhages of the new-born. Cruickshank distinguishes between the 
so-called “ haemorrhagic diathesis of the new-born ”? and true birth heemor- 
thages. It is with the latter he chiefly deals with special reference to 
prenatal, intranatal and postnatal asphyxia and to traumatic haemorrhages 
(intranatal), and notes the incidence of stillbirth in relation to various 
grades of haemorrhage in mature and premature infants. He considers that 
many infants with quite extensive haemorrhages are born alive and survive. 


Some gynecological operations in relation to life assurance Giles considers 
that in view of the extension of the practice of life insurance and of sick- 
ness insurance among women and of the great increase of gynecological 
operations during the last 30 years, it is natural that medical referees of 
insurance companies should wish to know the influence of such operations 
on the subsequent health and on the expectation of life. His previous 
work on the after-results of abdominal operations based on the detailed 
analysis of 1,000 cases is well known. This address is based on his previous 
work, amplified and when necessary corrected by the subsequent experience 
of an additional 3,000 cases. He summarizes his observations under two 
headings as follows : 

(1) Health after operations.—About 70 per cent. of patients regain 
normal health. The highest proportion is found in cases of conservative 
procedures and of complete removal of organs. Unilateral operations on 
the uterine appendages show the lowest proportion of complete recoveries, 
the chances of complete cure being subordinate to the preservation of the 
functions of womanhood. In 18 per cent. of short and 80 per cent. of long 
operations there was some disturbance of the nervous system, usually 
temporary. There is a 10 per cent. risk that further operations may be 
required, comprising direct sequelee of the operation and independent 
conditions in equal proportions. The risk is greatest after operations for 
inflammatory disease of the tubes and after unilateral operations on the 
tubes and ovaries; and is lowest after hysterectomy for benign conditions. 

(2) Expectation of Life.--Cases of operation for malignant disease are 
bad lives, recurrence varying from 10 to 75 per cent. After operations for 
inflammatory disease the expectation of life is fairly good, but is impaired 
by the liability of sequelae. Patients who have had benign tumours 
removed may be considered as good lives, the chance of complications 
leading to fatal results being negligible. Lastly, patients who have had 
operations that prevent further pregnancy have had an adverse factor in 
the expectation of life eliminated. 
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The prevention of congenital syphilis. Sequira shows that congenital syphi- 
lis may be prevented : 

(1) By early and complete treatment of every case of acquired syphilis 
both in the male and female. 

(2) Marriage should be forbidden until a condition of non-infectivity has 
been attained and this obtains if a person has had adequate antisyphilitic 
treatment and is free from all clinical evidence, and whose blood has been 
negative for two years. Some also include an examination of the cerebro- 
spinal fluid. Where the blood gives a persistently positive Wassermann 
reaction over long periods in spite of antisyphilitic treatment the risk, 
though slight, must be explained to the patient. 

(3) It would be advisable to obtain a Wassermann reaction in every 
prospective mother. 

(4) Every mother who has a positive Wassermann reaction and whose 
clinical history or history of miscarriages, still-births, or of syphilitic 
children should receive antisyphilitic treatment in each subsequent preg- 
nancy. 

(5) Every infant born to a syphilitic parent should be examined by the 
Wassermann reaction at regular intervals up to the second year. 

(6) With the view of preventing the development of later congenital 
syphilis he examines all children of a syphilitic parent by the Wassermann 
reaction, and thus was able to discover a large number of cases in which 
the disease has been latent and unrecognized. 


One hundred human fetuses. Keene and Hewer obtained strikingly lower 
figures than Holland with regard to tentorial tears in still-born human 
foetuses. Taking full-time and premature foetuses together they found 
tentorial tears in 8 per cent. In 6 per cent. the tentorial tears were com- 
bined with sub-dural haemorrhage, whilst in 2 per cent. there were tentorial 
tears alone. In 11 per cent. there was subdural haemorrhage only. They 
consider that among these cases showing tentorial tears and subdural 
hemorrhages death could be definitely ascribed to these injuries in one 
foetus only, a case of hydrocephalus, which also showed extensive tears of 
the falx cerebri. 


The treatment of antepartum hemorrhage. Eden summarizes his views on 
the treatment of antepartum hemorrhage as follows : 

(1) Prophylactic treatment after the first attack of bleeding is strongly 
advised in accidental heemorrhage, but is inadmissible in placenta praevia. 

(2) Certain cases of placenta praevia are best treated by Caesarean section 
after the first haemorrhage. 

(3) Cases of placenta praevia in labour are as a rule best treated by 
podalic version and pulling down a leg. 

(4) Dilatation of the cervix by de Ribes’ bag is not recommended. 

(5) Most cases of accidental haemorrhage and certain mild cases of 
placenta previa are best treated by rupture of the membranes. 

(6) Plugging the vagina after the rupture of the membranes is useful 
in many cases of accidental haemorrhage. 


The duration of pregnancy in its medico-legal aspect. Discussing the dura- 
tion of pregnancy Eden considers that sufficient data have been accumu- 
lated to show that human pregnancy may be prolonged to a period of 336 
calculated days and that there is nothing to show that this is the outside 
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limit beyond which the prolongation of pregnancy is impossible, He believes, 
however, that cases of prolongation of pregnancy beyond 320 calculated 
days are so rare that alleged instances should be very carefully scrutinized 
and that confirmatory evidence should be forthcoming if they are to be 
accepted as authentic. The child would be above the average in weight 
and bodily dimensions. If such confirmatory evidence is wanting, and if 
circumstances offer inducement for misrepresentation, the authenticity of 
the case should be rejected. 


Hyperthyroidism as a cause of severe uterine hemorrhage following minor vaginal 
operations. Wilson and Bourne have already shown that “ functional ” 
menorrhagia is commonly associated with a basal metabolism of from 
+16 to +25 per cent. They accept this as evidence of an association or 
possibly a causal relationship between hyperthyroidism and this variety of 
uterine haemorrhage. Bourne now records a case of severe heemorrhage 
from the uterus only arrested by plugging, in a patient suffering from 
dyspareunia in whom he removed the hymen, enlarged the vaginal orifice 
and suspended the uterus and ovaries by shortening their respective 
ligaments, As this patient had a basal metabolism of +18 to +18.5 per 
cent. Bourne suggests that the heemorrhage was also due to hyperthy- 
roidism. He considers that a possible explanation of the post-operative 
haemorrhage is that the anticipation or dread of an operation, amounting to 
a state of fright, reacted on the thyroid, already in an unstable condition, 
stimulating it to an excessive or abcrrant activity. 


Puerperal insanity. In lecturing on puerperal insanity before the Asso- 
ciation of Inspectors of Midwives, Sir Robert Armstrong-Jones gives a 
systematic exposition of the subject and states that ‘there is no form of 
insanity that so well repays the nurse for her extreme self-denial, devotion 
and skill as that associated with the puerperal state, nor is any form more 
rapidly fatal if not properly treated.’’ 


The fatality of puerperal fever. While examining the rates of fatality of 
child-bearing over a long serics of years a doubt has arisen as to the value 
of the fatality of puerperal fever when calculated on the number of cases 
notified and the number of deaths given in the Registrar General’s annual 
reports. Dudfield considers that it is almost hopeless to arrive at a conclu- 
sion of the true fatality rate from these data. The rates obtained raise 
suspicions that the notification of puerperal fever is very incomplete, and 
in assigning deaths to puerperal sepsis the Registrar General follows a 
rule differing from that adopted by the profession in diagnosing the disease. 
It has long been recognized that a definition of ‘f puerperal fever ”’ is 
wanted for the purpose of notification. Eo. 2: 


Surgery, Gynzcology and Obstetrics. 
Vol. xxxvi, No. 4, April, 1923. 
"Primary carcinoma of the urethra. H. Cuiver and N. K. Forster, 
*The complication of purpura with gestation. KE. C. MosHeEr. 
Modification of Rubin’s technique for transuterine inflation of Fallopian 
tubes. A. Jacony. 
The regulation of conception (Correspondence). 
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Vol. xxxvi, No. 5, May, 1923. 
"A modification of the Vorhees’ Bag. 


Vol. xxxvi, No. 6, June, 1923. 

Kielland operation for prolapsus uteri. H. J. Bown. 

*The pathological anatomy of ‘“ auto-intoxications ’? in pregnancy and 
childbirth. F. Harsirz, 

*Tuberculosis of the genitalia : with review of literature. B. SOLOMONS. 

*A study in puerperal morbidity. E. ENo. 

*Tubal twins and tubal pregnancy. L. B. ARky, 

*The limitations of Cesarean section. C. J. MInuer, 

Abdominal corset. J. G. Henry. (Correspondence.) 

Interposition operation for uterine prolapse. A correction. H. JELLETT. 
(Correspondence.) 


Primary carcinoma of the urethra. Culver and Forster review the litera- 
ture of primary carcinoma of the urethra and add three new cases of their 
own two in women and one in a man. They point out that the two 
recognized methods of treatment consist of operative procedures and the 
application of physical reagents such as radium and mesothorium. In 
inoperable cases the latter alone are applicable, whilst in operable cases 
both surgical measures and radium or massive doses of X-rays should be 
employed. The results to be secured by the use of surgical diathermy 
combined with the after-use of heavy doses of X-rays is a problem of the 
future. The prognosis must be considered grave, for once these tumours 
have established themselves it appears to be the rule that they evolve very 
rapidly, and the danger of recurrence following operative procedures is 
great. 


The complication of purpura with gestation. Purpura heemorrhagica is a 
rare complication of pregnancy, and there are only 39 cases on record. 
Mosher adds another case. He finds that it is most frequently of the 
hemorrhagic form with haemorrhages from mucous surfaces and petechize 
and eechymoses. There is also a reduced platelet count, a prolonged 
bleeding time with normal coagulation time and non-retractile clot. There 
is also a greater frequency of metrorrhagia. 

Besides purpura heemorrhagica associated with a definite pathological 
state complicating gestation, there are others more rare, which may be 
denominated idiopathic purpura of gestation. This always manifests a 
harmful influence in gestation, usually resulting in premature delivery. 
Multiparce between 22 and 35 are most often affected. The patient is usually 
in the sixth or seventh month of pregnancy. 

Purpura is frequently complicated by infection, but such cases occur 
without any real evidence of infection, whilst toxzemias appear to be 
responsible for some cases. The offspring of purpuric mothers are not 
usually affected, though in Mosher’s case the child developed ecchymoses. 

The foetal mortality is 50 per cent. Nearly all cases of purpura haemor- 
rhagica which go to term end fatally at or soon after labour from haemor- 
rhage. 

No drug therapy is of the slightest avail. Direct transfusion of blood, 
keeping the platelet count over 10,000, is the only remedy. Repeated 
transfusion may be necessary to tide the pattent over the period in which 
her platelet count is reduced. 
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An improvement on the Vorhees’ Bag. De I.ee and Cornell have improved 
the Vorhees’ Bag by placing rubber ridges round the bag. These ridges 
are equidistant from the top of the bag and project just enough to be felt 
readily on rectal examination. The ridges do not interfere with the 
progress of dilatation and the bag gives a more accurate idea of the amount 
of cervical dilation. 


The pathological anatomy of auto-intoxications in pregnancy and childbirth. 
In the course of years Harbitz has made many post mortem examinations 
of patients from the gynecological clinics suffering from autointoxications 
in pregnancy and childbirth in the Rikshospital at Christiania. From the 
anatomical point of view he divides his cases into the following groups : 
(1) Puerperal eclampsia; (2) Eclampsia without characteristic anatomical 
changes; (3) Autoxications without convulsions but with the anatomical 
changes of eclampsia; (4) Autointoxication in pregnancy and childbirth 
that clinically appears as renal disease and anatomically as renal degenera- 
tion; (5) Autointoxication in pregnancy and childbirth in which degenera- 
tion of the liver predominated; (6) Hyperemesis gravidarum; (7) Auto- 
intoxication in pregnancy and childbirth with the predominance of nervous 
symptoms. 

Viewed as a whole the cases present all possible transitions from genuine 
eclampsia, with or without characteristic anatomical changes, to the 
different other groupings. The anatomical picture in the different forms 
to a certain degree is similar, even if there are many variations. Because 
of their similarity to cases of phosphorus arsenic and mushroom poisoning 
it may be concluded that all these cases are similar in etiology and, like 
eclampsia, are due to autointoxication. 


Tuberculosis of the genitalia. Solomons deals with tuberculosis of the 
female genitalia in the following order: vulva, vagina, uterus and tubes, 
but does not deal with tuberculosis of the ovaries, merely adding that this 
as a separate entity is rare, and when present is nearly always bound up 
with the diseased tube and should be removed with it. 


A study of puerperal morbidity. This study deals with (?) 7,000 case 
records, evenly divided between in-patients and out-patients during the 
years 1906 to 1921. 

Eno found that total morbidity was 8.6 per cent. in in- and 2 per cent. 
in out-patients respectively, being nearly twice as frequent in primipare 
as in multipare, and have shown a steady decrease by 5-year periods. 

Total mortality from puerperal sepsis was 10 in (?) 10,000 cases. 

Morbidity in non-operative cases was 5 per cent. for in- and 1.6 per cent. 
for out-patients, there being a definite increase in primiparae compared 
with multiparze, and the influence of long labour and repeated vaginal 
examination can be traced. 

Gonorrhcea was found to be an etiological factor in puerperal infection 
in 36 per cent. of primiparee and 20 per cent. of multiparae, whilst in from 
33 to 78 per cent. of the total patients the infection was very mild and no 
aetiological factors could be found. 

The percentage morbidity in operative cases was 22.9 per cent. in in- 
and 8 per cent. in out-patients, the incidence being two to four times as 
great in primipare as in multiparae, and the drop in post-operative mor-, 
bidity has been less than that of non-operative morbidity. 
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The operative procedures as to morbidity incidence show the following 
sequence : intrauterine douche; version and extraction with craniotomy ; 
manual removal of placenta following some other procedure; insertion of 
bag following some other procedure; Czeesarean section; version and 
extraction; high forceps; mid-forceps; breech extraction; low forceps; 
manual removal of placenta; insertion of bag and the operative procedures 
followed by fatalities were of the more serious prolonged types and multiple 
procedures have been common. 

Tubal twins and tubal pregnancy. Arey gives an interesting review of 
this subject derived from a study of the literature. He does not record any 
fresh case. 

The limitations of Cesarean section. In a short editorial Miller briefly 
discusses the limitations of Cresarean section. He has ‘“ presented the 
subject merely to, point out the need of a campaign of education to correct 
the impression of its safety, to define more clearly the indications and 
complications, and to attempt to standardize a useful operation which is 
being indiscriminately employed without a proper knowledge of obstetric 
principles.” F. E. T. 


Miinchener Medizinische Wochenschrift. 
Vol. 70, No. 6, February 9, 1923. 
*Sterility of women. M. NAssaurr. 
*Treatment of infected abortion. H. ALBRECHT. 
Localization of cervix in gynecological treatment of Roentgen rays. 
BARTRAM. 
Vol. 70, No. 7, February 16, 1923. 


*Endocrine lesions of genitals. KAUMIERER and LORBER. 


Vol. 70, No. 10, March 23, 1923. 
Treatment of breech presentation in old primiparae. F. BEUZEL. 
Localization of cervix in gynecologic irradiation. W. SIMON. 


Vol. 70, No. 11, March 30, 1923. 
Birth injuries of brain. A. DIkTRICH. 

Sterility of women. Nassauer reports four additional cases of sterility 
treated by his method with favourable results. [See-also abstract in the 
Summer number, 1923, of this JOURNAL. | 

Treatment of infected abortion. Albrecht recommends early evacuation of 
the uterus in cases of infected abortion and considers that this method 
sometimes requires more skill and is more dangerous than laparotomy. 

Endocrine lesions of genitals. Kaumierer and Lorber indicate the possi- 
bility of the localization of some cerebral sensory phenomena—such as 
headache, dizziness, and even syncope—in the diencephalon especially in 
the presence of other symptoms caused by lesions in this structure, such as 
disturbances of sex organs, obesity and polyuria. PF. fT. 








470 Journal of Obstetrics and Gynecology 


Zeitschrift fiir Geburtschulfe und Gynakologie. 
Ixxxvi. Band, 1 Heft. 
The technique of the peritonealization of the female pelvis. O. BRuTTNER. 
‘A rare form of carcinoma of the ovary. R. ZIMMERMANN. 
‘Changes in the female genitalia caused by lymphatic leukemia. O. 
BRAKEMANN, 
“Conservative myomectomy. H. H. ScHMIp, 
"The histological changes in the ovary during pregnancy. K. M. WALTHARD. 
“Syphilis and pregnancy. FE. KLArTEN and W. KALMAN. 
*Ixperiences with the Zielland forceps.  v. SCHUBERT, 


A rare carcinoma of the ovary. This rare tumour was removed from a 
young girl of 17, whose only complaint was a swelling in the abdomen 
reaching as high as the umbilicus. All secondary sex characteristics were 
well developed and the menstrual periods though scanty were regular, 
being due to the healthy right ovary, as the left ovary contained no ovarian 
tissue, but tumour tissue only. The uterus was slightly under-developed, 
but all other genitalia were normal. No ascites was found on opening the 
abdomen and the surface of the tumour was found to be smooth, On section 
it was blood-red, being somewhat like a fibroid in appearance. 

On examination of the tumour microscopically a definite capsule of 
connective tissue was found, the connective tissue being scanty towards the 
centre of the tumour. In places it was slightly oedematous, but was usually 
normal. The parenchymatous cells were round and contained large nuclei, 
in which mitotic figures were common. The protoplasm was. slightly 
dimmed and no definite boundary could be seen. In some places the cells 
were found in nests and resembled cubical epithelium. The capsule in 
places seemed to indicate chorionic invasion, but there was no relation of 
this chorionic ectodermal element to the blood vessels, columns being 
found in the lymphatics and connective tissue spaces. Numerous inflam- 
matory cells were found in the connective tissue, which resembled those 
found in tubercular conditions, but nothing resembling a tubercle was 
found. Round-celled infiltration was present in the stroma especially 
around the blood vessels, which were scarce, but no retrogressive change 
was present on account of the diminished blood supply. 

The tumour could easily be mistaken for an alveolar sarcoma at first 
sight, but closer investigation showed that the parenchymatous cells were 
undoubtedly epithelial in origin. The inflammatory cells were no doubt 
due to tissue reaction, showing a primary share of the stroma in the develop- 
ment of the tumour. Though malignant in texture no metastases have 
occurred, but probably they would have done so had the tumour not been 
removed before rupture of the capsule. In rare cases described by other 
authors, in which metastases have occurred, they were undoubtedly 
epithelial in nature showing the tumour definitely to be a carcinoma. 


Changes in female genital organs in lymphatic leukemia. Lymphatic 
leukeemia is a disease which occurs twice oftener in men than in women. 
Although there are few symptoms, except profuse vaginal bleeding, which 
would lead one to suppose that the genital organs were involved, the writer 
has shown that the organs, which appear to be normal at first sight, are 
really infiltrated by the disease. The writer performed a very complete 
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post mortem examination of the genitalia in a woman who died from the 
disease and his findings were as follows : 

Uterus. Normal in size. Cavity full of blood clot. Microscopically, 
round cells were found in chains ‘and columns and also superimposed one 
upon another, these cells being present in the interstices of the muscle, 
where they formed broad anastomosing plexuses. The muscle bundles were 
disintegrated and the histological picture reminded one of a carcinoma 
progressing in the lymph spaces. Numerous small and middle-sized vessels, 
chiefly veins, were found in the walls, but there was no extravasation of 
blood either in the muscle or in the endometrium. 

The vaginal portion of the cervix was for the greater part denuded of its 
flat epithelium and the subepithelial tissues were full of diffuse lympho- 
cytes, which became scarcer the further from the surface and finally were 
only found around the vessels. 

Vagina. The epithelium was very defective and the subepithelial layer 
was infiltrated with round cells. 

Round ligament. Smooth musculature infiltrated by lymphocytes. 

Tubes. Normal in size. Abdominal ostia open and fimbrise well 
developed. On the right side a small accessory tube was present. At 
intervals in the tubes swellings were found, which were due to blood 
coagulum in the lumen. 

Micrascopically there were found abundant round cells between the 
inner and outer muscle coats, the cells being most abundant near the 
mesosalpinx. The coagula in the lumen were found to consist of red blood 
corpuscles combined with lymphocytes forming a thrombus. 

Ovaries. The right ovary was as large as a watch and the mesovarium 
was thickened. Dilated vessels were to be seen in the mesovarium and in 
the suspensory ligament, thrombosis having occurred in all. On section 
of ovary dark brownish red masses consisting of blood clot were found all 
through the ovary. The left ovary was normal in appearance and on 
section, 

Microscopically, the hilum of the right ovary was seen to be rich in 
blood vessels and effused blood was found under the T. albuginea. Under 
a higher power lymph nodes were found near the centre, the T. albuginea 
and periphery being free from cellular invasion. The nodes consisted of 
two kinds of cells (1) small round cells with round nuclei rich in chromatin- 
lymphocytes, and (2) bigger cells with vesicular nuclei poor in chromatin- 
lymphoblasts. The ovarian stroma and mesovarium were infiltrated with 
masses of red blood corpuscles. Also in the mesovarium there were to be 
found masses of lymphocytes lying between the vessels and connective 
tissue spaces in the fatty connective tissue. 

Although the left ovary appeared to be normal, microscopically similar 
changes were found, 

Thus, the writer concludes, in the light of the modern knowledge 
leukeemia is due to a poison or toxin, which causes leukemic proliferation 
in the heematopoietic organs. These elements of the bone marrow and 
lymphoid tissue invade the blood stream in overwhelming numbers in the 
same way as a sarcom or carcinoma (Bard). The haematopoietic organs of 
an early foetal period, ¢.g., liver, spleen, ete., are called upon to function 
again and white cells are manufactured in large quantities, but they are 
not sufficient, and the body calls upon its last resource, namely, the connec- 
tive tissue for help and it undertakes its unaccustomed duty energetically. 
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Thus in leukeemia, lymphatic infiltration is to be found in the cellular 
tissue all over the body and thus the findings in the female genital organs 
are explained. 

Pregnancy and leuksemia are not inimicable. 


Conservative myomectomy. The indications for myomectomy have increased 
of late and the operation is not so serious as it used to be. Menstruation is 
continued and the capacity for pregnancy in women under 35 is little 
affected, 38 to 4o per cent. becoming pregnant after. Pregnancy in such 
cases usually goes on till term and serious complications at birth such as 
rupture of the uterus are very rare. The operation is no more dangerous 
than the radical operation of hysterectomy, the mortality for 10 years for 
the conservative operation being 1 to 2 per cent., and for the radical 2 to 5 
per cent., but one has to take into account that many of the radical opera- 
tions were complicated and difficult, whereas the conservative were usually 
straightforward. The post operative morbidity, however, is greater after 
the conservative and recurrences take place in 6 to 8 per cent. of cases. 
The bleeding is reduced in two-thirds of the cases and the inconveniences 
suffered after the conservative operation are no greater than after the 
radical, the women as a rule being fit and capable for their work. Radio- 
therapy does not enter into competition with myomectomy, as it is chiefly 
used for women over 4o years of age. The writer concludes by advising 
myomectomy for all women under 35 who are suffering from one or more 
small interstitial fibroids always provided that the ovaries and tubes are 
healthy. 


Histological changes in the ovary during pregnancy. The corpus luteum of 
pregnancy is usually recognizable as such until the end of pregnancy, but 
after labour retrogression is very rapid. The first signs of retrogression 
are noted approximately as early as the second month of pregnancy, but do 
not become marked till the fifth or sixth month, when retrogression is more 
rapid. In the first two months there can be noted a fine fatty degeneration 
of the granulation cells, but later the fat is more scanty though in some 
cases it may be abundant during the last two months of pregnancy. Early 
in the puerperium large droplets of fat usually appear, In the puerperium 
are found double refracting granules of cholesterin mixed with the droplets 
of fat, this being similar to the change in the post-menstrual corpus luteum. 

During pregnancy the lipochromatic colouring is very slight, though its 
presence can be demonstrated by Sharlach red, but on the other hand there 
is to be found in the degenerated theca cells of the capsule albicantia and 
atretica a colouring material, which is very resistant to alcohol and ether 
and, giving the sulphuric acid reaction, is apparently identical with Esher’s 
‘“ Karotin of the Corpus Luteum.”’ 

The ‘ colloid ’’? droplets described by Miller appear during the second 
month and increase rapidly until the puerperium. 

They are degenerative products containing albumen, which share certain 
peculiarities with Russell’s Fuchsin bodies. Their analogy with similar 
albumen droplets in the renal and hepatic cells indicates that they are not 
colloid but hyaline in structure. 

Follicle atresia is more common in the pregnant woman and accompany- 
ing this condition small and large neutral droplets of fat, in some cases 
mixed with cholesterin, are to be found in the theca lutein cells of the 
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atretic follicles and also in the follicles which are becoming atretic. In 
pregnancy the end product of follicle atresia is in nearly every case a corpus 
atreticum—the obliterative form of atresia of Seitz, though in rare instances 
a lutein cyst develops—the cystic form of atresia of Seitz. In a great 
number of cases of eclampsia follicle atresia is well marked. 

The writer concludes by stating that morphologically there is no fact 
which leads one to suppose that any cells of the ovary, except the corpus 
luteum during pregnancy, possess internal secretory capabilities, and on 
that account the name of “ interstitial ovarian glands ’”’ as applied to the 
whole of the theca lutein cells of the atretic follicles is misleading in the 
case of the human ovary. 


Syphilis and pregnancy. Maternity clinics are now enabled to discover 
unrecognized cases of latent syphilis, as the Wassermann reaction is done 
as a routine on every pregnant woman attended. Though the reaction is 
sometimes said to be positive during pregnancy in healthy women, the 
writer found this to be the case only in one out of his 912 cases. He found, 
however, that the Wassermann reaction often gave a negative variation in 
the puerperium in specific cases and repetition had to be made. The writer 
advises that antisyphilitic treatment for both mother and child should be 
begun as soon after the confinement as possible. 


Experiences with the Kielland forceps. v. Schubert, writing on his experi- 
ences with the Kielland forceps, comes to the conclusion that these forceps 
are the ideal instrument, with which every possible position of the head 
can be treated and the birth will be accomplished in a manner which is 
best for both mother and child. They are of especial use in a small pelvis. 
The instrument is simple and light, easily cleaned and sterilized. 

W. F. THEODORE HAUL TAIN. 


Archiv fur Gyndkologie. 
Vol. 116, Part III, Jan. 27, 1923. 
*Capillary circulation in eclampsia. H. HINSkLMANN. 
*The relations between polycythemia and hypercholesterinsemia of preg- 
nancy. R. BENDA. 
Metabolism and internal secretions during and after pregnancy. H. W. 


KNIPPING, 

A further contribution to the study of renal disease in pregnancy. H. 
HINSELMANN. 

The Wassermann and Sachs-Georgi reactions during labour. F. WILLEN- 
BUCHER. 


Action of placentaoptone. KE. PUupPEL. 

Teratoma of the umbilical cord. P. HAENDLY. 

*Immunization of pregnant patients against puerperal streptococcus infec- 
tion. N. K. Louros. 

A case of velamentous insertion of the umbilical cord. R. MEYER. 

Metastases in primary and secondary ovarian cancer. A. LESSING, 

Malignant endothelioma on angiosarcoma. R.-MEVER. 

The problem of Steinach’s F-cells. F. SCHEUNIG, 
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Vol. 118, Part ITT. 

‘Ovarian transplantation in diminished and deficient genital function. P. 
SIPPEL. 

Retroperitoneal and mesenteric tumours. H. H. ScHMID. 

Concerning the question of the metabolic relations between certain endo- 
crine glands and the uterus. M. G. SERDJUKOFF. 

Detoxication of placental poisons by serum. 1. Opara., 

Aetiology and pathology of puerperal gangrene of the uterus (inetritis 
dessicans). FE. LA&HMANN. 

Septic abortion. FE. Matruias and F. Pirerrusky. 


Capillary circulation in eclampsia. ‘To the recorded observations by the 
Lombard-Weiss capillary microscope of the nail capillary circulation in 
eclampsia (four cases by Hinselmann, eight by Nevermann) 18 cases are 
added, in 16 of which capillary stases were registered graphically. Of 
healthy non-pregnant subjects, 80 per cent. show no interruptions of capil- 
lary circulation, of healthy pregnant women 4o per cent: all the eclamptic 
patients exhibited stases. Capillary circulation is sluggish and may exhibit 
periodic stases before, during and after an eclamptic convulsion ; restitutio 
ad integram is usually complete, although established very gradually, and 
in general the gradual disappearance of angiospasm takes a_ similar 
course to that of albuminuria. Delivery is not followed by immediate 
improvement in the capillary circulation; nor is exhibition of morphia, 
chloral hydrate or luminal. Possibly general narcosis is associated with 
some improvement, and adininistration of caffeine appears effective to some 
extent. In general, improvement in capillary circulation and fall in arterial 
blood-pressure are parallel. Capillary stasis, if presumed to occur in the 
brain and kidneys also, has considerable pathological significance. 


Polycythemia and hypercholesterinemia of pregnancy. The blood cholesterin 
increases during the last weeks of pregnancy but is reduced to normal 
within eight days after labour. Polyeytheemia is by no means constantly 
found at the end of pregnancy, but when present is associated with a con- 
spicuously high cholesterin content. Pregnancy polycythemia is probably 
to be explained partly by increased heemopoiesis, partly by diminished 
destruction, attributable to hypercholesterinsemia, of erythrocytes. 


Immunization of pregnant women against puerperal streptococcus infection. 
Patients seen a few days before birth are given a polyvalent vaccine pre- 
pared by Savas at the University of Athens. Those first seen in labour are 
passively immunized by administration of a serum, and actively by that of 
a vaccine; the former is given with the object of inercasing the resistance 
during the ‘‘ negative phase ’’ produced by the latter. Satisfactory results 
in prevention of puerperal infection are described. 


Ovarian transplantation in diminished and deficient genital function. (Ovarian 
transplantations at the Berlin Universitats-Frauenklinik have numbered 57. 
In nine women operated on for bilateral adnexal disease, removal of the 
tubes and ovaries of both sides was followed by “ autotransplantation ”’ of 
ovarian tissue, from the same patient, in the space between the peritoneum 
and pyramidal muscles. In seven menstruation was preserved, together 
with sexual desire and capacity, and menopausal symptoms did not follow 
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the operation. Microscopical examination of the endometrium was subse- 
quently performed in three cases; in all it showed typical premenstrual 


characters. The two unsuccessful cases were both those of patients aged , 


over 40. The sequelze of the 48 cases of ‘f homodétransplantation ’’ were less 
satisfactory. In these cases pieces of ovary taken from women operated 
on for carcinoma cervicis, myoma, etc., were transplanted into the following 
classes of patients thought to be suffering from defective ovarian function : 
seven with “ hypoplasia uteri,’’ seven with “ hypovarismus,”’ twelve with 
an infantile condition of the whole of the internal genital system, four with 
puerperal genital atrophy, seven with post-operative castration, and six 
with unnaturally early climacteric or premature senility in middle age. 
Success is reported in 17, failure in 15, and a doubtful result in 16; cases of 
uterine hypoplasia combined with ovarian hyperplasia or cystic disease 
were the least favourable. The actively functioning tissue in the graft 
consists not in stroma cells which atrophy quickly and completely, but in 
the ova; the effects of transplantation, even in successful cases, disappear 
within three years (‘‘ autotransplantation ”’) or even considerably earlier 
(‘‘ homoétransplantation ”’), Only one success is reported in four cases 
showing the complete syndrome of dystrophia adiposo-genitalis. In one 
instance ovarian fragments, free from corpora. lutea, were taken from a 
woman aged 19 in whom vagina and uterus were lacking and implanted 
into a patient aged 23 with amenorrhcea, attributable to bilateral cystic 
transformation of the ovaries : a copious menstruation occurred two months 
later, and microscopical examination of an endometrial fragment removed 
at a subsequent menstruation showed ‘ pregravid’”’ characters with 
presence of glycogen in the epithelium. W. HK. CROWTHER. 


American Journal of Obstetrics. 
Vol. 5, No. 4, April, 1923. 

*Sarcoma of the uterus. Masson, 

*Observations with comments on a study of the urinary tract of eighty 
foetuses and young infants. BROWN and CORBEILLE. 

*Glycosuria test for pregnancy. WILLIAMS. 

Craniotomy. MrNDENHALL. 

*Double salpingo-o6phorectomy with partial auto-ovarian transplantation, 
followed by twelve years of menstruation, a normal pregnancy and an 
uncomplicated menopause at fifty-one years of age. BAINBRIDGE. 

Transplantation of the cervix. Bascock. 

*The pernicious effects of the use of stems in the uterus and the danger of 
introducing sounds and other foreign bodies without preparation. WEST. 

Renal tuberculosis : diagnosis and treatment. FURNISsS. 
Bladder surgery in relation to the fourth era of surgery. Morris. 

The so-called hernia in the mammary areola. MOENCH. 

*Toxaemias of pregnancy from a new aspect. GRUHZIT. 

The management of the third stage of labour. Gorpbon. 

The patency of the Fallopian tubes ascertained by transuterine injection 
of fluids. STONE. 

*Phenol-barbital sodium (luminol sodium), treatment for hyperemesis 
eravidarum. JT,UIKART. 
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Obstetrico-gynzecological diagnosis. Three unusual cases. L&fGHTON. 

An operation for retrodisplacements of the uterus. KEEFE. 

Collective Review—Protein therapy and non-specific resistance. EHREN- 
FEST. 

Selected Abstracts--Protein therapy in obstetrics and gynzecology. 


Sarcoma of the uterus. Masson has contributed an interesting review of 
sarcoma of the uterus and of sarcomatous changes in myomata. The 
incidence of sarcoma in myomata at the Mayo Clinic during ten years was 
one per cent. of the cascs actually operated upon, but, if cases clinically 
diagnozed as fibromyomata are included, the percentage works out at about 
0.5 per cent. 

The symptoms are not constant and naturally depend on the position 
of the growth. Pain is more common and metastases later than in 
carcinoma, 

Sarcoma of the endometrium is an exception in that secondary deposits 
in the lung are common. Without doubt Roentgen rays and radium have 
given good results, but the author favours early operation followed by deep 
X-ray treatment. 

The operative mortality in 50 cases at the Mayo Clinic was 4.0 per cent. 
and 23 per cent. died within two years. 


Observations with comments on a study of the urinary tract in eighty foetuses 
and young infants. (ut of 40 microscopic examinations made, seven cases 
showed well defined characteristics of chronic inflammation. In two of 
these the change was known to be syphilitic, and in four others there was 
evidence of syphilis, but the laboratory findings were negative. Renal 
heemorrhages were found in six cases. In one the cause was thought to lie 
in drugs taken to induce abortion. Two others were in association with 
heemorrhage of the new-born. The cause of the haemorrhage into the 
kidney in a fourth case was considered to be mechanical as it occurred in a 
six months’ foetus with generalized cedema in which the urethra was 
imperforate. 

This observation does not, however, throw light upon the etiology of 
foetal oedema, for the authors found bilateral ureteral obstruction with 
hydronephrosis in two cases without anasarca, 

Definite kidney and ureteral deformity accompanied each of three cases 
of hydrocephalus, and the authors suggest a possible causal relationship. 


Gilycosuria test of pregnancy. In order to cstimate the relative merits of 
the various methods of utilizing renal or experimental glycosuria as an aid 
to the diagnosis of early pregnancy, a number of patients were tested in 
three groups by different methods. The original technique of Frank was 
positive in all pregnant cases but also in one non-pregnant control. This 
test was regarded as positive if 1co grains of glucose taken by the mouth 
is followed by glycosuria but without a rise of blood sugar above 0.17 per 
cent. 

Roubitschek modified this test by reducing the glucose to 10 grams 
and adding an injection of 0.5 cc. of adrenalin. In testing this reaction 
upon eight pregnant women, only one gave a positive reaction. 

Finally the phloridzin test was tried, but was eqtally disappointing, as 
only two gave a positive reaction, 
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At best, therefore, experimental glycosuria supplies only additional 
evidence of early pregnancy, but the results obtained by Frank’s method 
seem to justify its use in establishing the diagnosis in a questionable case. 


Double salpingo-oophorectomy with partial auto-ovarian transplantation followed 
by twelve years of menstruation, a normal pregnancy and an uncomplicated meno- 
pause at fifty-one years of age. Bainbridge reports the following case upon 
which he operated :— 

Laparotomy was performed in 1905 upon a woman aged 39. The ovaries 
and tubes formed part of an inflammatory mass which consisted largely of 
multiple tubo-ovarian abscesses. In removing these complete ablation of 
the tubes and ovaries was necessary. A small piece of ovarian tissue was 
found in the centre of the mass and this was grafted into the stump of the 
tube and covered with an omental tag. In due course menstruation was 
re-established and a year and a half later she delivered a healthy child. 
Menstruation continued until the age of 51 when she passed into an uncom- 
plicated climacteric. 


The pernicious effects of the use of stems in the uterus and the danger of 
introducing sounds and other foreign bodies without preparation. Since methods of 
contra-conception are under discussion the following case is worth record- 
ing :—Two months after the introduction of a contra-conceptive stem 
pessary the patient was admitted to hospital with extensive pelvic cellulitis. 
An abscess was opened and she was confined to bed for three months. She 
then slowly recovered but had to be readmitted a few weeks later on account 
of tubal and ovarian suppuration necessitating double salpingectomy. 

West, who reports this case, is against the use of any intrauterine stems 
whether to prevent pregnancy or to cure dysmenorrhcea, 


Toxemias of pregnancy and a new aspect. ‘The fact that an incompatible 
blood cannot be used for blood transfusion suggested the idea that the 
maternal serum might agglutinate the foetal red cells, and thereby cause 
eclampsia. Gruhzit found that normal pregnant women always gave a 
blood grouping in which agglutination was impossible. In eclamptics, on 
the other hand, the groupin’ was such as to produce agglutination of the 
foetal blood in every case. 

A consideration of the symptoms and pathology of eclampsia has led 
the author to postulate a theory of increased viscosity of the blood, which 
he thinks may be in some way connected with his observations upon the 
mutual incompatibility of the foetal and maternal blood. 


Phenolbarbital sodium (luminol sodium) treatment for hyperemesis gravidarum. 
Luikart has given one to two grains of phenolbarbital sodium hypodermi- 
cally every four hours in two cases of toxic vomiting of pregnancy with 
success. 


Vol. v, No. 5, May, 1923. 
"Effects of irradiation on foetal development. BaAinky and Baca. 
The evolution of the operation for myoma of the uterus. VON Orr. 
A routine treatment for hyperemesis gravidarum. SPEIDEI.. 
*Dry labour. JOHN POLAK. 
*Transplantation of human ovaries : present «status and future possibilities. 
W.S. BAINBRIDGE, 
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The surgical treatment of certain puerperal infections. BALDWIN, 

Gonococcus arthritis in pregnancy. ROySsTON. 

Red degeneration in fibroids. Maury. 

Sarcoma of the uterus with a report of thirty cases. MARNETTA VOGT. 

Hernia of the female genitalia through the inguinal canal. Hewitt. 

Female mamme in relation to the pelvic organs. HADDEN. 

Twin tubal pregnancy. DARNALL. 

An unusual type of carcinoma in a woman of twenty-nine years of age. 
STEIN. 

A case of paratyphoid beta bacillus infection of an ovarian cyst. Gors- 
CADEN. 

Report of two cases of obstetric sepsis. BRODHEAD. 

Report of a case of retinitis gravidarum, with no other indications of 
toxeemia. QUIGLEY. 

Collective Review The physiology and pathology of the endometrium. 
Wows. 

Selected Abstracts Uterine malpositions. 


Effects of irradiation on foetal development. Bailey concludes from his ex- 
perimental work that radium or X-rays may injure, without destroying, 
ova cells in the ovary and thereby result in maldevelopment of the foetus. 
He finds that the available clinical evidence does not add conclusive 
information upon the point at issue. He is, however, of opinion that 
irradiation should never be permitted in early pregnaney. Exposure to 
X-rays or radium in late pregnancy is less dangerous but may hinder the 
growth and development of the child in later life. 


Dry labour. Polak makes the following recommendations in regard to 
the treatment of early rupture of the membranes : 

(1) If the membranes rupture before labour with no disproportion 
between the child and the pelvis, the case should be left to nature. Spon- 
taneous labour will occur in due time, when, if necessary, steps may be 
taken to help dilatation. 

(2) If the membranes rupture at the beginning of labour, no interference 
is advisable until the pains are strong and regular. If the cervix is then 
found to be thinned out, time and the administration of narcotics will 
almost always effect complete dilatation. On the other hand, if the cervix 
is thick and unyielding, the vagina should be packed with wool wrung out 
in a weak, solution of boro-glyceride. In a few hours dilatation will be 
completed and the pack will be expelled. 

(3) In cases of pelvic contraction, complicated by early rupture of the 
membranes, the patient should not be allowed to remain in labour more 
than twelve hours, if progressive advance cannot be demonstrated. Extra- 
peritoneal Cresarean section is then indicated, and, in view of the danger 
of sepsis, the uterine cavity should be packed with iodoform gauze before 
suture of the hysterotomy wound. 


Transplantation of human ovaries. From careful observation in numbers of 
ovarian transplantations and from the written experiences of others in this 
field Bainbridge draws the following conclusions : 

(1) That the ovarian secretion is stimulant and tonic and that the sudden 
ablation of the ovaries in a woman before she has reached the menopause, 
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without the substitution of an ovarian nutrient, may cause very distressing 
mental and physical symptoms. 

(2) That the transplantation of ovarian tissue, either autogenous or 
homogenous, has proved successful for both therapeutic and fertilization 
purposes in human beings as well as animals. 

(3) That for purely therapeutic uses an implantation may be effective at 
any one of several sites, but behind the rectus muscle, where the graft will 
be removed from points likely to suffer traumatism and be in close 
proximity to the vascular and lymphatic systems, seems the most satisfac- 
tory site. 

(4) That for purposes of fertilization, where the ovaries have been 
removed and the uterus is intact in a woman of child-bearing age, a normal 
piece of ovarian tissue grafted in continuity with the Fallopian tubes, or at 
the stump of a tube, if the tubes have been excised, may live, form follicles 
and ova and a pregnancy be produced from the transplanted ovary. 

(5) That in the transplantation of ovarian tissue, the closer the relation- 
ship of the donor and recipient the better, though such relationship is not 
necessary for purely therapeutic purposes. 


Vol. v, No. 6, June, 1923. 
*Folliculoid cancer of the ovary. ROBINSON. 
Symptoms and signs of extra-uterine gestation at or near term with report 
of two cases and the treatment of late ectopic gestation, together with 
a review of the literature and recorded cases. Hayp and IRVING POTTER. 


The defenceless areas of the abdomen. GEORGE CRILE. 
Surgical strategy as an adjunct to local anesthesia in abdominal surgery. 
FARR. 


Primary sterility. RONGy. 

A new obstetrical table. CORNELL. 

What constitutes the surgical cervix? JOHN POLAK and GORGE PHELAN. 
Electrotherapy in gynecological practice. Titus. 


Selected abstracts—The «etiology and treatment of accidental haemorrhage. 


Folliculoid cancer of the ovary. Robinson reports two cases of this type of 
growth, and, in the first part of the paper, discusses their origin. He 
concludes that these tumours are derived from primordial granulosa nests, 
and not from Graafian follicles. 

In the second part of the paper he attempts a classification of ovarian 
tumours, but he is not very successful—perhaps because the literature to 
which he has access is mainly German and out of date. 

W. W. KING. 


Bulletin of the Buffalo General Hospital. 
1923, i, 258. 

A case of complete heart block associated with valvular disturbance without 
symptoms, and unaffected by infectious pregnancy and labour. Ai.EspAcH, W. | 
and McDowELL, H. C. 

A married i-para, aged 22, with a history: of acute articular rheumatism, 
was admitted to hospital with temporary loss of motion in her right 
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extremities, a sequel of influenza. On examination, complete heart block 
was found, associated with mitral insufficiency and stenosis. Apart from 
the auscultative evidence of valvular disturbance, and the slow pulse and 
electro-cardiographic tracings of heart block, there were no objective or 
subjective indications of cardiac involvement. Nor was there a history that 
such signs had ever been present, notwithstanding the attack of “influenza”’ 
and the occurrence of a pregnancy which had a normal course and 
terminated in a normal labour, requiring some instrumentation and an 
anesthetic (ether) without any ill effects. A review of the more important 
cardiological and obstetrical literature revealed no duplicate of this case. 
ae ay 
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"Radiations and fibromyomata causing haemorrhages. 
liminary uterine dilatation. Professor P. BEGOUIN. 

“A contribution to the study of the hepatic functions in pregnancy. P. 
CGUINARD and R. CLOGNE, 

“Notes on the disengagement of the after-coming head by the method 
known as Smellie-Veit. Professor LApDISLAS BYLICK1I, 

“A clinical study of the anomalies of the first stage of labour and _ particu- 
larly of the long duration of this stage. EE. GUEISSAz. 

Atresia of the vagina : a case of obliteration of the upper two-thirds of the 
vagina after pneumonia. Professor SERDUKOFF, 

‘Partitioning of the vagina. HENRI HARTMANN. 


Necessity for pre- 


Radiation and fibromyomata causing hemorrhages. Necessity for preliminary 
uterine dilatation. After mentioning the usual contra-indications for radiation 
for fibroids the author emphasizes his sub-title for the exclusion of sub- 
mucous tumours. 


A contribution to the study of the hepatic functions in pregnancy. A lengthy 
article in which the authors collect and criticise some of the more recent 
bio-chemical, ete.,-tests for liver futictions under which heading they 
include hematopoietic, heematolytic, iron fixation, biligenic, glycogenic, 
lipogenic, fibrinogen formation, protein metabolism, and finally antitoxic 
powers for both endogenous and exogenous toxins. 

Various tests and coefficients are described and a number of their results 
quoted. Finally they suggest that all the toxcemias of pregnancy may be 
due to disturbances of one or more of the many functions of the liver. 


Notes on the disengagement of the aftercoming head by the method known as 
Smellie-Veit. As a preliminary Bylicki remarks that the method was described 
first by Mauriceau in 1669, and that neither Smellie nor Veit added anything 
to it. He then considers the leverages concerned and believes that the only 
effect of this manceuvre is to know whether the child will be born with its 
mouth open or shut! <A little mild sarcasm at the expense of Winckel and 
Olshausen is followed by an appeal to his confreres, particularly those in 
hospital service, to submit his views to the test of experience by abstaining 
from jaw traction. : 

His criticism is destructive, not constructive. 
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A clinical study of the anomalies of the first stage of labour, particularly of the 
long duration of this stage. The author examines 150 cases where the first 
stage lasted for 48 hours or over, the longest being 132 hours, these occurred 
in 10,c0o cases at the Lausanne Maternité since 1908. 

He divides the causes of slow first stage into (a) anomalies of the 
maternal soft parts, and of the pains, and premature rupture of membranes 
(primary), and (b) anomalies of the bony pelvis and foetal malformations 
and malpositions (secondary). He considers only the first group, but 
remarks that in the 150 cases there were a number of minor pelvic contrac- 
tions which, so far as could be judged by the history and progress of the 
case, only played a subsidiary rdle. 

The primary causes of slow dilation are stated as (1) the obstacle 
presented by the soft parts, (2) anomalies of the pains, and (3) early rupture 
of the membranes. 

There were 128 primiparee and 22 multipare in the 150 cases. 

He considers that the rigidity of the soft parts plays a large part in slow 
dilatation, that the rigidity is greatest in i-parce, that its increase is physio- 
logical with advancing age, but may be produced in younger women by 
gonorrhcea, by previous abortions or by albuminuria; in multiparee rigidity 
is 10 times less common than in i-paree; it may be increased by the same 
causes, and particularly by the presence of uterine fibroids. 

Anomalies of the pains are usually due to defects of innervation which 
in turn may be due to irregularities of the bag of membranes—early rupture 
or hydramnios, etc., or to anatomical modifications of the musculature as in 
fibroids. Rossier states that in cases of generally contracted pelves, 
anomalies of the contractions are common-— possibly the explanation lies in 
Walthard’s suggestion that slight cedema of the cervix is caused by the 
pressure between the head and closely fitting bony pelvic brim and that 
the cedema interferes with the nervous mechanism. 

In his series he found 53 slight contractions in the 128 primipare with 
slow dilatation—he excluded all cases where the pelvic contraction per se 
was responsible for the delay in labour. 

He considers the two chief factors to be the rigidity of the soft parts 
and the anomalies of the pains and that the two must be considered together 
as the presence of one will frequently determine the entry into action of 
the other. 

As regards treatment, ‘‘ leave nature alone ’’ is the motto at the head 
of the chapter, ‘fas much as practicable ’’ is the meaning of the opening 
paragraphs—only five cases were left severely alone. 

The majority of the therapeutic measures have a complex action and he 
considers them in the order in which they are most frequently used 
morphine, hot vaginal douches, hot baths, pituitary extracts, manual 
dilatation, colpeurynters. 

Morphine was used in 116 cases; given early in labour, the pain and 
excitement are relieved and the progress may be slowed; given later—after 
about half dilatation—the contractions are chiefly affected, becoming more 
regular and stronger and progress may be hastened. (No mention is made 
of chloral hydrate.) 

Hot vaginal douches, T. 104°—113° F., using 30-40 litres with a head of 
pressure of 2.5 metres, were of assistance in about one-third of the 67 cases 
where they were used. They did not increase the risks: the morbidity 
rate was slightly less in these cases than in the full number; the morbidity 
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rate was practically the same whether the membranes were intact or 
ruptured before the douche was given. Gonorrhoea was a contra-indication. 

He considers vaginal douching too complicated and too uncertain for 
general practitioner use. 

Hot baths, used 59 times, increased the patients’ comfort in two-thirds 
of the cases and noticeably assisted the dilatation in 42 per cent. ; ill-effects 
were absent. 

Pituitrin or pituglandol was used in 40 cases, usually late in the first 
stage, and chiefly when rigidity of the soft parts was not a feature, 7.c., 
mainly for anomalies of the contractions, Generally speaking douches or 
baths were preferred for their additional softening or sedative effects. A 
disadvantage was that pituitary extracts by stimulating the pains caused 
bearing down and risk of premature rupture of membranes. 

Quinine in other cases had been so unsatisfactory that it was not used 
in this series. Manual dilatation — practised in seven cases, twice to permit 
perforation of a dead infant, five times for foetal stress—is on a different 
basis from the other measures in that it was used as a means of terminating 
the labour, usually on a foetal indication, rather than an attempt to make 
the dilatation become normal. 

A colpeurynter was used once, Bossi’s dilator not at all. 


Partitioning of the vagina. In cases of procidentia in old women, extensive 
denudation of the anterior and posterior vaginal walls is followed by suture 
of the two raw areas together forming a broad central partition, and leaving 
a narrow passage on either side. R. A. HENDRY. 


The following abstracts are reprinted from ‘! MEDICAL SCIENCE : 
ABSTRACTS AND REviEWS,” by kind permission of the Medical Research 
Council : 


Studies on the mechanism of sterilization of the female by spermotoxin. 
McCartney, J. L. Amer, Journ. Physiol., 1923, 63, 207. Abstracted from 
** Medical Science : Abstracts and Reviews,’’ 1923, vili, 3. 

The author, working with female albino rats, found that they may be 
sterilized for periods of 2 to 22 weeks by subcutaneous injections of sperma- 
tozoa or extract of testis. This effect was not obtained by extracts of other 
organs. In these experiments the normal sexual cycle and sex behaviour 
of the injected animals did not appear to be altered. By exposing sperma- 
tozoa to the vaginal and uterine secretions of the immunized rats the author 
considered that he demonstrated a spermotoxic and agglutinating effect. 
Subcutaneous injection of the spermatozoa into adult male rats appeared 
in some instances to cause destruction of the spermatozoa and degenerative 
changes in the testis. Experiments in which the sperm suspensions from 
cocks were injected into egg-laying hens was found not to influence the 
rate of egg production, but the eggs were often infertile for periods of 12 
to 67 days. Injections of chicken liver extract had not this effect. 

W. BULLOCH. 


Typhoid fever and pregnancy. Ferri, A. Policlin, 1922, 29. Abstracted 
from ‘* Medical Science: Abstracts and Reviews,” 1923, viii, 5, 364. 

According to Ferri the influence of pregnancy on typhoid is estimated 
differently by different observers, there being a wide discrepancy between 
the high mortality given by Liebermeister and Griesinger (40 per cent.) 
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and the much more optimistic figures of others such as Daguyot (10 per 
cent.). Among 402 cases of typhoid treated by Ferri in the commune of 
Sala Bolognese from 1906 to 1921, there were 14 women in various stages of 
pregnancy from the third to the eighth month. All recovered ; one aborted 
at the height of the disease in the third month, and another in the fourth 
month at the beginning of a relapse; a third patient gave birth at the 
beginning of the ninth month to a living child which died at the age of 
nine months. The remaining 11 women went to term and gave birth to 
living children. None of them had a particularly severe attack. Ferri 
caine to the conclusion that the occurrence of typhoid infection on preg- 
nancy does not justify an exceptionally grave prognosis for the mother or 
the foetus. J. D. ROLLESTON. 


The rectum in gonorrhea in children. Laurer, I... Deutsche med. Wchnschr., 
1922, 48, 1285. Abstracted from ‘‘Medical Science : Abstracts and Reviews,” 
1923, Vili, 5, 384. 

According to Lauter in vulvo-vaginitis of children attention should be 
directed to treatment of the rectum, which is nearly always affected and is 
the principal cause of relapse. C. F. MARSHALL. 


The treatment of gonorrhea by Bier’s hyperemia and vaccines. |OWENSTEIN, 
G., and Scuaprro, B. Med. klin., 1922, 18, 1147, 8. Abstracted from 
‘* Medical Science : Abstracts and Reviews,”’ 1923, viii, 5, 384. 

Lowenstein and Schapiro remark on the unsatisfactory results obtained 
in gonorrhoea of the cervix with local applications or vaccine treatment. 
They claim that better results can be obtained by Bier’s method combined 
with vaccines. They treated two series of cases, one by this combination 
alone, the other with the addition of local treatment by tampons. The 
vaccine (Gonarzin) was administered intravenously in doses increasing from 
8 to 1,000 millions at intervals of five days. A marked local reaction 
occurred with doses of 200 to 500 millions. Bier’s method was carried out 
with a glass cylinder fitting the cervix and connected by a two-way tap with 
a suction pump. The vagina and cervix were cleansed of mucus and pus 
before the apparatus was applied. Passive congestion of the cervix was 
produced by the suction pump, which was removed after closing the tap. 
Daily sittings of 10 to 15 minutes were given. In case of bleeding from 
cervical erosions the sittings were interrupted. Contra-indications men- 
tioned are metritis, metrorrhagia, menstruation, pregnancy, and high 
temperature. The local treatment carried out in one series consisted in the 
application of tampons of ichthyol-glycerin or lugol solution. The results 
in the two series of cases were the same. After three or four sittings a 
purulent cervical discharge was reduced to apparently clear mucoid, but 
gonococci were found in minute collections of pus cells in the discharge. 
Hence the treatment, while producing rapid symptomatic improvement, 
requires repeated application to effect a bacteriological cure. 

C. F. MARSHALL. 


Comparison of diphtheria immunity in mother and in the new born. Run, H. O., 
and McCLELLAND, J. E. Am, J. Dis. Child., 1923, 25, 59. Abstracted from 
“ Medical Science : Abstracts and Reviews,” 1923, viii, 5, 421. 

The authors made a comparison of the Schick reactions of 100 mothers 
with their newly-born babies. The results agreed in 95, of which 20 were 





~ 





484 Journal of Obstetrics and Gynecology 


positive in both cases, and 75 were negative. In four cases the baby was 
negative while the mother gave a positive reaction, and in one case the 
baby was positive and the mother negative. Eight babies who gave a 
negative reaction had not at the time of testing received the breast or 
colostrum. W. BULLOCH. 


Inoculation of the virus of herpes to the genital organs of the rabbit and the 
subsequent production of an encephalitis by coitus. [aevapiti, C., and NICOLAU, 
S. Compt. rend Acnd. d. Sc., 1923, 176, 146. Abstracted from ‘‘ Medical 
Science : Abstracts and Reviews,” 1923, viii, 5, 423. 

In the course of further researches on the virus of herpes and that of 
encephalitis lethargica, Levaditi and Nicolau have succeeded in producing 
an encephalitis and a myelitis in rabbits by inoculation of these viruses 
into the ‘prepuce or the mucous membrane of the vagina. They have also 
shown that genital herpes followed by a fatal encephalo-myelitis can be 
produced in the male as the result of coitus with a female suffering from an 
experimental herpetic infection of the vagina. Further, rabbits which have 
recovered from experimentally produced herpetic lesions of the genital 
organs are immune to inoculation of the same organs into the brain or 
genital organs. The authors draw a parallel between these findings and 
What happens in syphilitic infections, and suggest that the genital route 
may be another way in which encephalitis lethargica is disseminated. 

I, R. PERDRAU. 


Chemical studies of the blood of the mother and fetus. Hoover, M. G., and 
Gwens, M. A. Am. J. Dis. Child., 1923, 25, 63. Abstracted from ‘‘ Medical 
Science : Abstracts and Reviews,’’ 1923, viii, 5, 430. 

A comparison of certain constituents of the maternal blood at the conclu- 
sion of labour with blood taken from the maternal end of the umbilical cord. 
The maternal blood sugar was found, on the average, to be 22 mgm. per 
100 cem. higher than the foetal. A moderate hyperglyceemia is present in 
the maternal blood at the end of jabour, brought about by muscular exertion, 
the anesthetic when used, and possibly pain. Sugar is apparently passing 
into the maternal blood more rapidly than it can diffuse into the foetal. 
The urea contents were identical in 43 per cent. of the cases; in the 
remainder a very slight difference in favour of the mother was present. 
The uric acid content of the foetal blood tends to be slightly higher than 
the maternal. O. L. V. DE WESSELOW. 


A pathognomonic sign of the death of the foetus in utero. SPALDING, A. B. 
Surg. Gynec. and Obst., 1922, 34, 754 (J. de radiol. et d’electrol., 1922, 6, 
533). Abstracted from ‘‘ Medical Science: Abstracts and Reviews,” 1923, 
viii, 5, 434. 

Up to the present there has only been one sure sign of the death of the 
fcetus in utero: crepitation of the bones of the skull. The author made the 
diagnosis by radiography; it seems that shortly after death there is a 
collapse of the cerebral substance, the result being a modification in the 
appearance of the bones of the skull producing a characteristic overlappit 


1g 


at the same time one can see the collapse of the intracranial mass (the skull 
appears to be far larger than its contents). Spalding has radiographed 27 
normal parturient women without ever showing this picture; once only, at 
the end of a long confinement, the author, on taking a plate during labour, 
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showed some overlapping of bones, but without contraction of the cranial 
contents, and the confinement ended in the birth of a living child. He has 
radiographed three dead foetuses in utero and each time has obtained a 
characteristic image. S. E. Lazarus-BaRLOw. 

The radiation of the true pelvis with the help of drainage tubes. Daris, F. 


Arch, Radiol. and Electroth., 1923, 27, 257. Abstracted from ‘‘ Medical 
Science : Abstracts and Reviews,”’ 1923, viii, 5 

Owing to the disappointing results obtained with curietherapy alone, 
and the difficulty experienced in the efficient application of X-rays in the 
treatment of pelvic neoplasms, the author, in collaboration with de Backer, 
has studied the effects of mixed irradiation of the true pelvis with X-rays 
applied through the surface of the body, and radium applied through the 
natural cavities. In addition, they have employed radium-therapeutic 
drainage of the true pelvis by means of indiarubber drains containing 
radium tubes, conducted through the pelvis along various courses according 
to the lymphatic currents and the situation of the tumours to be irradiated. 

The author gives a detailed description with illustrative diagrams and 
radiographs of the technique of this latter operation. 

The drains are left in position for from five to eight days, and the 
incisions allowed to gape widely. A rise of temperature or even cachexia 
are not contra-indications to the treatment. Twenty-seven cases were 
treated on this principle; with 22 of these an improved technique was 
employed. 

With care there are no immediate operative complications. Amongst 
post-operative complications he reports intestinal obstruction, delayed 
recovery through simultaneous operation and radiotherapy, secondary 
haemorrhage, recto-vaginal fistula, vesico-vaginal fistula, and others of less 
importance. The mortality due to the insertion of the radium tubes into 
the deep pelvic mass was three out of 22. The remainder, except three, 
were in a state of clinical recovery after eight to twelve weeks. Cases which 
had been given up by several surgeons, but which were submitted to this 
treatment, remained clinically cured after two years. R. HP: 
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REPORTS OF SOCIETIES. 


ROYAI, SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 


At a meeting of this Section on May 3, 1923, Dr. T. Watts EDEN, 
President, in the chair, Mr. L. C. Riverr showed two specimens : 

(1) A calcified tumour of the recto-vaginal septum. The tumour 
measured 2 by 14 by 1} inches and was removed from the recto-vaginal 
septum of a woman aged 54 years. The patient complained of pain low 
down in the back. Some straining and tenesmus. 

The tumour was felt on vaginal examination in the lower half of the 
posterior wall; by rectum it felt more superficial. It shelled out easily on 
incising the rectal mucous membrane. 

The interest of the specimen is the speculation as to its origin, and the 
author suggested that it might be an adenoma of the recto-vaginal septum, 
a fibroid, or a calcareous deposit in the rectal wall. 

(2) A ruptured hematoma of the ovary with extensive intraperitoneal 
haemorrhage. The patient was a single woman of 25 years of age. Seized 
with sudden abdominal pains and collapse ; the abdomen was tender on the 
right side and appendicitis was diagnosed. Laparotomy was performed and 
about 25 ounces of blood and clots were found in the peritoneal cavity. A 
lutein cyst was shelled out and a couple of hemostatic stitches put in the 
ovary. The patient made an uninterrupted recovery. There was nothing 
to indicate ectopic gestation. 

Dr. LAPTHORN SMITH suggested the possibility of the first specimen 
being a phlebolith or the calcified remains of an abscess. 

Professor ARCHIBALD DONALD read a paper on 

ADENOMYOMA OF THE FEMALE PELVIC ORGANS, 
of which the following is an abstract : 

Adenomyomatous growths are not confined to the female pelvic organs ; 
they are found in the intestinal canal and in the umbilicus. In the pelvis 
they are found in the uterus, round ligament, Fallopian tube, ligament of 
the ovary, ovary and recto-vaginal space. At one time it was thought that 
these growths were most common in the uterus, and that it was a rare and 
remarkable occurrence to find one in the ovary; now it appears probable 
that the ovary will be shown to be a frequent, if not the most common, 
site. The pouch of Douglas is also relatively frequently involved. The 
author referred to a paper of his own in this Journal, 1922, in which he had 
pointed out the frequent association of infiltrating ovarian cysts with tarry 
contents with adenomyomatous growths of the recto-vaginal space. These 
cysts are often bilateral, seldom larger than a Jatla orange, and are usually 
deeply embedded in the broad ligament and adherent to the surrounding 
structures in the pelvis. ‘They are peculiar in that they possess powers of 
infiltration or dissection and yet are not truly malignant. f 
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If these tumours are cut in serial sections and carefully examined, 
adenomyomatous elements are generally found, sometimes the muscular 
element is missing, but in others the glandular, cytogenous and muscular 
constituents can be plainly seen. 

Adenomyomata of Douglas’s pouch are frequently associated with them, 
and it seems possible that, in some cases at least, they are derived from 
the ovarian growth. 

Dr. Donald gave a table of 16 cases, all of which he had operated upon 
in 1922. The youngest patient was 23, and the oldest 47, none had reached 
the menopause. Two were single, of the remaining 14 married patients, 
five had been pregnant, and five had only had one or more miscarriages. 

The symptoms complained of were dysmenorrhcea, pain or pressure in 
the rectum and dyspareunia, these symptoms appeared in various com- 
binations. Profuse heemorrhage at the periods was complained of in some 
cases, but there seems reason to believe that it is not a symptom of adeno- 
myoma unless the growth is in the uterus. 

The Physical Signs. Hard irregular swelling or nodules felt through 
the posterior fornix was present in 12 cases. Indefinite resistance at one or 
both sides of the uterus in nine. In four cases the uterus was retroposed, 
and its mobility much limited. ; 

The Diagnosis.—The disease was diagnozed in nearly every case, some- 
times only one sign was discovered, sometimes two in combination. In 
several cases the history suggested the possibility of adenomyoma: very 
acute dysmenorrhcea beginning before the onset of the period or during the 
first day, especially so if the dysmenorrhcea had developed after some years 
of menstruation. Pressure on the rectum and acute dyspareunia are 
important symptoms. 

Indefinite resistance at the sides of the uterus is suggestive of adherent, 
tarry, ovarian cysts and a hard mass at the back of the uterus suggests 
recto-vaginal adenomyomata. 

The easiest case for diagnosis is that in which a distinct, hard, tender 
nodule is felt through the posterior fornix, generally not larger than a pea. 

At operation tarry cysts were found in one or both ovaries in 11 cases. 
The growths in Douglas’s pouch varied considerably from a hard mass that 
stretched from side to side and filled Douglas’s pouch to a small nodule in 
the anterior wall of the rectum or posterior wall of the uterus. 

The operations in the 16 cases were as follows : 

-an- or subtotal hysterectomy with dissection of the growth from the 
pouch of Douglas or rectal wall in 12 cases. Removal of the ovary and 
dissection of nodules from the uterus or rectum in one case. Removal of 
fibroid by myomectomy, separation of rectum and dissection of small adeno- 
myoma from rectal wall, one case. Removal of tarry ovarian cyst, one case. 
Dissection of recto-vaginal growth only, one case. The operations were 
difficult in most cases; there was one death and in three the rectum was 
opened, but was closed with success in all. 

The specimens were all carefully examined by Dr. Addis, who found 
adenomyoma in every case but two; one of these was a tarry cyst of the 
ovary, the other was a case in which the ovaries and the pouch of Douglas 
were extensively involved. Dr. Donald’s experience seemed to make it 
clear that adenomyomata of the female pelvic organs are much more 
common than is generally: assumed. . 

It is possible that a critic may ask: ‘‘ Why operate on these cases?” 
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Most would be operated upon if not recognized either as fibroids, ovarian 
cysts, or pelvic inflammation. In many cases the acute dysmenorrheea, 
dyspareunia or rectal pain is enough to make a patient seek relief. The 
further question arises as to the nature of the operation that should be 
undertaken in the various types of cases. The conclusions Dr. Donald had 
arrived at were as follows : 

(1) When both ovaries contain tarry cysts and there is a mass or some 
nodules in the recto-vaginal space, a radical operation is indicated. When 
both ovaries are removed, there is no object in leaving the uterus, and pan- 
hysterectomy gives the easiest access to the nodular growth between cervix 
and rectum. 

(2) When the ovary only is diseased, but there is a large mass involving 
rectum and uterus, the radical operation is still advisable. 

(3) If the ovary only is affected and there are merely some small nodules 
in the pouch of Douglas, a conservative operation may be sufficient 
removal of the affected ovary and dissection of the nodudes after separation 
of the rectum. But if this course is followed, it is necessary to examine 
the other ovary very carefully, as the tarry cysts are sometimes small; and 
it is also advisable that the patient should report from time to time. 

(4) The conservative method applies still more to those cases in which 
the only lesion found is the presence of one or two small nodules in the 
recto-vaginal space. 

Dr. HERBERT SPENCER was much interested in Prof. Donald’s cases of 
blood cysts of the ovary and their relationship to adenomyoma of the 
recto-vaginal space. The sections exhibited did not convince him that the 
stroma was identical with the cytogenous tissue of the uterine endome- 
trium. 

He had removed an adenomyoma of the recto-vaginal space by total 
hysterectomy, opening the anterior fornix and amputating the body to 
clear the field before removing the cervix. One diagnostic point—the 
presence of nipple-like projections in the posterior fornix had not been 
brought out by the author. He had watched one such case for years with- 
out any change.in the local condition or serious symptoms. 

Dr, RuSsELL. ANDREWS was surprised to hear that Dr. Donald considered 
that adenomyoma was more commonly found in the recto-vaginal space 
than in the uterus or ovaries, though he agreed that some cases which were 
formerly diagnozed as “ malignant ”? or ‘ tuberculous ’? were really cases 
of adenomyoma. Dr. Andrews gave a short account of a case in which 
radium had been used with good effect. The patient had had a very 
adherent blood cyst removed in South America three years before. When 
he saw her she was suffering very severe pain and had nodular masses in 
the utero-sacral ligaments and bases of the broad ligaments. After radium 
treatment the pain disappeared, but six months later there was still a great 
deal of induration surrounding the rectum. 

Mr. W. W. KING said that adenomyomata was relatively common in 
Sheffield. He had had 84 cases under his care during the past ten years. 
Glandular tissue of endometrial type was found in the ovaries in 19 of the 
72 extrauterine cases, but they had not been looked for prior to the publi- 
sation of Sampson’s first paper. Sterility was very common, but severe 
dysmenorrhcea had only been complained of by about one-quarter of the 
patients. Abdominal pain was the commonest complaint, and he had been 
struck with the frequency with which it was associated with nausea and 
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vomiting. He asked if this association had been noted by others. There 
was little doubt that radium could cure adenomyoma, but the practical 
difficulty lay in the differential diagnosis between ovarian growths of this 
nature and chronic inflammation of the adnexa. 

In a paper on 

GRAVES’ DISEASE IN THE COW 

Mr. I. P. PUGH raised many questions of far-reaching importance. It 
appears that there exists amongst cattle, and particularly in pedigree 
herds, a disorder characterized by nymphomania. This symptom is so 
obvious that the disease has usually been called nymphomania and little 
attention has been given to its pathology. Closer investigation has shown 
that there are many other symptoms of importance, including a type of 
heart action which seems to be as hurried and tumultuous as that of Graves’ 
disease in man. Exophthalmos is met with and there is scarcely a symptom 
of the human disorder which cannot be paralleled in cattle. In particular 
it must be noted that after a while nymphomania eventuates in a condition 
of lethargy similar to that seen in myxcedema, and this is alleviated by 
thyroid feeding. 

Having dealt with the symptoms which seem to establish the identity 
of the two diseases, Mr. Pugh passed on to consider symptoms met with 
in cattle, but not usually recognized in human beings. If disorders of 
sexual appetite occur as a part of Graves’ disease they have commonly 
been concealed for social reasons, and so are not recognized. It is never- 
theless desirable that the physician should know of their occurrence, and 
certain guarded references in the literature seem to suggest that they have 
not altogether escaped attention. A further remarkable feature in the cow 
is the invariable presence of follicular ovarian cysts. If these are ruptured 
per vaginam the symptoms are at once alleviated. They may recur when 
another follicle fails to rupture naturally and be again alleviated when 
artificial rupture is performed. In many cases permanent relief of symp- 
toms can be obtained after the second or third operation of this nature. 
The pelvic lesions in Graves’ disease seem to have had very little considera- 
tion so that these findings open up a wide field for investigation. The 
third striking feature of the nymphomania of cattle is a tendency—in the 
later stages, when hypothyroidisin begins to be apparent—to the assump- 
tion of male characteristics. So much may these develop that even those 
unskilled in matters veterinary may be led to comment on the resemblance 
of such cows to the bull. The typical voice and aggressive attitude are 
well marked as are also various physical signs, such as thickening of the 
neck. These were well shown by means of photographs. 

In conclusion Mr. Pugh disclaimed any intention of dogmatizing about 
the many interesting questions raised by his investigations, but submitted 
that the particular disease with which he dealt showed how much advantage 
might be derived from the study of comparative pathology. The troubles 
of human beings, so hedged in by social restraints that they could not 
themselves make them clear, might be better understood by reference to 
animals in which such restraints were absent. On the other hand the 
careful observation which was possible to the physician and the possibility 
of question and answer had led to records of disease that could never have 
been compiled from veterinary sources, although of the greatest assistance 
to those who practised veterinary surgery. 
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Meeting of the Section was held on June, 7, the President, Dr. T. W. EDEN, 
in the chair. 
EXHIBITION OF CASES AND SPECIMENS, 

Dr. HERBERT SPENCER exhibited a specimen described as a sarcomatous 
ovarian dermoid, which consisted of a thin-walled cyst enclosing a few 
scanty hairs, and containing at its periphery a smaller cyst and a small 
mass of tissue which was found microscopically to be a round-celled 
sarcoma. The cyst was removed entire without difficulty from a woman of 
41. The patient died 11 months later of widespread secondary growths 
throughout the abdomen. Sarcoma occurring in ovarian dermoids was rare. 
The first published case was that of Thornton in 1876; this case was inter- 
esting, as Thornton had used for the first time the “ Listerian method ” 
of operating. 

Dr. SPENCER also showed a specimen of,a ruptured carcinoma of the 
ovary, a soft, solid tumour removed by unilateral ovariotomy. This patient 
was well, and showed no sign of recurrence six years later, 

A third specimen shown by Dr. Spencer was a microscopic preparation 
exhibiting the effect on the Fallopian tube of torsion of an ovarian tumour. 
The tube from which the preparation was made was removed together with 
the ovary for recurrent attacks of torsion of an ovarian tumour. The 
epithelium of the tube, which normally was of the tall columnar variety, 
was in this preparation so flattened as to resemble endothelium, an effect 
ascribed by Dr. Spencer to the repeated attacks of torsion with resulting 
subepithelial haemorrhage. This was an unusual effect which he had not 
observed in any other case. 

Mr. I,. Points called attention to the fact that the sarcomatous process 
was not directly connected with the dermoid, and Dr. CurHpert LOCKYER 
suggested that the growth was a lymphosarcoma secondarily implanted on 
the ovary. This would account for the early appearance of generalized 
abdominal metastasis as well as the superficial position of the growth. 

Dr. Russkit, ANDREWS described a case of carcinoma of the cervix in a 
woman of 77 associated with prolapse of the uterus. The patient had for 
ten years worn a tight napkin to prevent prolapse of the cervix beyond the 
vulva. There had been bleeding for 12 months, and the appearance of the 
prolapsed cervix was typical of carcinoma, but on account of the extreme 
rarity of carcinoma of the prolapsed cervix he had removed a portion for 
microscopic examination (which confirmed the diagnosis of carcinoma) 
before proceeding to perform vaginal hysterectomy. He thought it 
probable that the cancer resulted from chronic irritation of the cervix by 
the napkin. 

Mr. Victor BONNEY read a paper on 

DIURNAL, INCONTINENCE OF URINE IN WOMEN (see page 358). 

Mr. LEONARD PHILLIPS inquired whether the pubo-cervical muscle-sheet 
was not another name for the anterior fibres of the levator ani. He had 
performed the ordinary anterior colporrhaphy for diurnal incontinence with 
results which were generally very satisfactory. 

Dr. SPENCER expressed surprise that Mr. Bonney had not referred to 
Kelly’s operation, which he had often performed. After a failure with 
Kelly’s operation he had performed the operation’ of twisting the urethra 
with success. He found it difficult to understand how the folding by 
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transverse suturing of the pubo-cervical fascia described by Mr. Bonney 
could affect a muscle running antero-posteriorly. 

The PRESIDENT described the operation performed by Professor Watson 
of Edinburgh, which he thought resembled Mr. Bonney’s, as following the 
lines of that described by Dr. Lockyer and himself, except that the dissec- 
tion was carried further out on both sides. He failed to see how this could 
shorten or strengthen the pubo-cervical band. However, the Section was 
indebted to Mr. Bonney for giving them a reasonable explanation of a 
very common and distressing complaint. 

Mr. PHitiirs then read a paper on 

TREATMENT OF DYSMENORRH(MA, 

In the discussion that followed, the PRESIDENT congratulated Mr. 
Phillips upon the patient and successful work in the out-patient department 
upon which the paper was founded, as well as the skill with which the 
difficulties of nomenclature were overcome by the classification of patients 
by clinical types. He was particularly impressed by the small number. of 
patients who came to operation (which in his experience cured 50 per cent., 
relieved 25 per cent. to some degree, and left the other 25 per cent. in no 
way improved) and by the greater success of medical treatment. 

Mr. BONNEY pointed out that the figures of results of treatment of 
dysmenorrhcea were confused by the variety of causes. If dilatation was 
limited to cases of the ‘ virginal type ”’ of dysmenorrhoea described by Mr. 
Berkeley and himself the operative results would be much better. It was 
remarkable that very small uteri were so often associated with extreme 
heemorrhage for which hysterectomy was required. Retroversion was often 
a cause of dysmenorrhcea in a virgin, and could be cured by reposition of 
the uterus. He intended to give hormotone a trial. 

Dr. ANDREWS inquired the age of the patients who were treated with 
radium, and the results of this form of treatment. 

Dr. J. M. BRYDONK said that as a general practitioner he had been called 
upon to treat many cases of dysmenorrhoea, and found that while patients 
of 24 years or less could generally be cured, those over that age generally 
failed to respond to medical measures. There was a large element of 
suggestion about the treatinent, and success was likely to follow care and 
perseverance. Many of the ‘‘ masculine type ’’ of women who suffered 
from dysmenorrhcea played too many games, and got better with rest. 
He described glandular treatment as achieving permanent palliation rather 
than cure, since relapse followed when it was discontinued. 

Mr. Puitiirs, replying, said that the cases treated by radium were all 
over 35 years old, and there had been no period, and consequently no pain, 
in any since the treatment. It was important to keep on perseveringly 
with medical treatment until the right remedy was found. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAT 
SOCIETY. 


A meeting was held at Sheffield on 16th March, 1923, the President, 
Professor Blair Breit, in the chair. Four new members were elected. 

The PRESIDENT showed a solid tumour of the ovary. The patient was 
43 years of age and had complained for a long time of pain on the right 
side of the abdomen. This pain was not continuous but periodic. She had 

L 
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been X-rayed for calculi in the kidney, and a floating kidney had been 
diagnosed. On examination a tumour was found, and it was thought to 
be a pedunculated fibroid attached to the right horn of the uterus. At the 
operation this tumour was found to be a fibroma, of the size and shape 
of a bun, connected with the right ovary. On macroscopic examina- 
tion the ovary was found to be spread over a portion of the tumour, the 
substance of which was distinct from the ovarian tissue. On section the 
specimen was found to be a typical fibroma. The patient made an unin- 
terrupted recovery. 

Professor Blair Breit. showed a specimen of ectopic pregnancy in the 
left Fallopian tube which was so much distended, being about three inches 
in diameter and six inches in length, that it resembled clinically a pelvic 
haematocele. The patient, a married woman 4o years of age, had had 13 
children : the last was born eight months previously. For a few months 
she had suffered with vague pain at the bottom of the back and hypogas- 
trium, rather worse during the last four weeks. There had been no acute 
attack of pain and no period of amenorrhoea; the patient having started to 
menstruate two months after her confinement. Latterly there had been 
one or two irregular slight heemorrhages between the periods, the last 
menses having commenced on January 1st and continuing up to the time 
of the operation, which was performed on the 1st February, 1923. There 
was difficulty and pain on defecation and micturition. 

On examination, a rounded and cystic mass was felt arising out of the 
pelvis on the left side, and reaching half way to the umbilicus. The uterus 
was pushed forwards and. to the right. As there was some question as to 
whether the tumour was malignant, the uterus was removed by _ pan- 
hysterectomy : microscopic examination, however, showed the specimen to 
be an ectopic, as stated, surrounded by the muscle wall of the Fallopian 
tube. 

Mr. Mites PHiLLirs showed an adventitious peritoneal sac, three inches 
in diameter, which had completely encapsuled a small surgical swab, left 
in the abdomen at an operation performed elsewhere five and a half years 
previously. The patient had complained of a “ heavy feeling’? in the 
pelvis and of painful defecation, A rounded tumour deep in the pelvis 
was thought before operation to be an adherent ovarian cyst. Part of the 
cyst wall consisted of a complicated coil of small intestine and a loop of 
pelvic colon. The swab had not commenced to ulcerate into the bowel. 
The sac also contained several ounces of thick odourless pus. In removing 
it, it became necessary to excise 14 inches of small gut and a disc, one inch 
in diameter, of the adherent wall of the pelvic colon. The small bowel was 
reunited by end-to-end anastomosis. The colon was repaired by two layers 
of sutures. Fine plain gut only was used. The repaired coils of gut were 
left in the true pelvis and drainage was provided for by making a stab 
wound into the vaginal vault ; however, it was not required. Recovery was 
uncomplicated. 

Drs. DonaLp and Appis read notes of an 

UNUSUAL CASK OF CANCER OF THE BODY OF THE UTERUS, 

The patient was unmarried and 57 yeats of age. Seven years ago a 
mucous polypus was removed from the cervical canal. Menstruation then 
ceased, and there was no haemorrhage until two months ago, when irregular 
bleeding took place. On examination another polypus was found. On the 
15th February this was removed, in St. Mary’s Hospital, and it was thought 
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advisable to explore the cavity of the uterus to see if there were any other 
pedunculated adenomata in the cavity. Firm scraping was not successful 
at first in removing any tissue, and there was no bleeding. When the 
curette was used in the left cornu, small portions of firm, non-vascular 
tissue were removed. ‘The impression conveyed by the curette was that of 
scraping a firm degenerated fibroid, and the material removed seemed to 
confirm this impression. There was hardly any bleeding. The uterus was 
packed and the patient removed to bed. Dr. Addis reported that micros- 
copically the fragments removed showed squamous cancer with well-marked 
cell-nests. On the 22nd February the uterus was removed by the abdominal 
radical operation. On splitting the uterus open the growth was seen to 
be confined to an area, not much bigger than a shilling, in the left cornu. 
The patient made a good recovery. 

The case is interesting, first because of the difficulty in establishing a 
diagnosis. In the great majority of cases of cancer of the body of the 
uterus, the first application of the curette brings away friable tissue in fair 
quantity, and there is at once free heemorrhage. In this case it required 
some perseverance before an area was found which yielded any material. 
Secondly, the prestnce of a squamous cancer in the endometrium of the 
uterus is uncommon, the glandular variety being the rule. 

Mr. C. P. BRENTNALI, read a short paper on 

HIGHT CASES IN WHICH DELIVERY PER vias naturales HAS FOLLOWED 

CAISAREAN SECTION, 

One of the points raised at recent discussions on Caesarean section, and 
unfavourably commented on by several surgeons, was the uterine scar 
resulting from the classical operation. Eardley Holland’s conclusions 
from an analysis of all cases of ruptured scar are : 

The frequency of rupture of the Caesarean section scar in future preg- 

nancy and labour is four per cent. 

The cause of ruptured scar is imperfect healing. 

The chief cause of imperfect healing is infection of the wound. 

Other causes of imperfect healing are imperfect methods of suturing, 
and the use of catgut as a suture material. 

The claim is put forward tentatively that the lower uterine segment 

incision is stronger both for future pregnancies and labours. 
Rupture of thin scars may be determined solely by the tension of 
normal pregnancy. 

Every surgeon who performs a sufficient number of Cesarean sections 
must decide sooner or later to what extent he can trust the scar of his 
uterine incision. It is agreed that there are certain risks to which it is 
perfectly justifiable to expose the woman. The risks associated with 
future pregnancy, the extra strain of uterine contractions if she should 
happen to abort, the risk of labour starting prematurely and continuing 
for several hours before the patient can reach the operating theatre—these 
are risks to which is subject every woman unsterilized following Caesarean 
section, and yet under these three headings occur at least 80 per cent. of 
the reported ruptured scars. 

There still remain other points to decide. Cresarean section is now 
frequently done for indications purely temporary or accidental to one 
particular pregnancy or labour, and not likely to recur at subsequent 
pregnancies or labours. This class of case includes the toxzemias, the 
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haemorrhages, and a long list of other indications that need not be men- 
tioned. They represent about 15 per cent. of all Caesarean sections. How 
are these patients to be treated at subsequent confinements? To take an 
extreme case, in Holland’s list of indications one young girl was delivered 
by Cresarean section on account of her age; she was 14 years old. No 
doubt she has remedied the disability to some extent, at any rate; and 
every day she gets better and better. How is her next confinement to be 
conducted when she has completely rid herself of the disability ? 

There is another type of case presenting a similar problem. The woman 
with a slight degree of pelvic contraction, seen for the first time at the 
onset of labour, is delivered by Caesarean section as the only way of giving 
her a living child. At her next pregnancy labour starts prematurely, say 
at the 36th week, or the child may be from other causes considerably 
smaller. One is certain that if it were not for the uterine scar she would 
deliver herself. Is it justifiable deliberately to allow her to go into labour 
with this end in view? 

The following cases appear to me to be of interest in this connection. 
They have all been patients in St. Mary’s Hospital, Manchester, during 
the past 34 years. They have each had at least one Cresarean section and 
subsequently have been delivered per vaginam of viable children. 

The first case was a patient of Dr. Clifford, a primipara, first seen by 
him after labour had already lasted 24 hours and after an attempt by her 
own doctor to deliver with forceps. The child was large‘and the head was 
not engaged. Dr. Clifford delivered a to lbs. living child by Cesarean 
section. The puerperium was febrile; her pulse rose to 110 and her 
temperature to 101 F., and remained so for the first ten days after delivery. 
She was admitted to hospital again pregnant in 1920, and although the 
child was again large Dr. Clifford decided that she should be delivered per 
vias naturales. 1 remember I watched her through one night quite expect- 
ing her uterus to rupture, and delivered her next morning with forceps of 
a 9 lbs. child alive. The indication for forceps in her case was the anxiety 
of the operator. 

The second case was a primipara with a generally contracted pelvis. 
Cresarean section was performed after labour had continued for 20 hours 
and the head was still not engaged. The puerperium was febrile. Her 
temperature and pulse were raised to 100 for the fifst 16 days. In 1920 she 
was admitted to hospital eight months’ pregnant suffering from parotitis, 
and started in labour one week later. The presentation was a vertex and 
the position R.O.P. She was delivered by low forceps of a live child 
weighing 55 lbs. The period of gestation was 37 weeks. 

The third case was a primipara sent to hospital after the application of 
forceps by a doctor in her own home. She had a broad ligament cyst 
obstructing the engagement of the head, the os was not fully dilated and 
the cord was prolapsed. She was delivered by Caesarean section and had 
an extremely febrile convalescence following the operation. At her next 
confinement she delivered herself of a premature (8 months) macerated 
foetus. 

The remaining five cases all had an afebrile puerperium following the 
Caesarean section. Three were primigravide at the time of the operation, 
and two were multiparee. Of the latter one had had four craniotomies ; 
the other, two premature still-born children and two craniotomies. The 
fifth pregnancy in each case was terminated by Cesarean section, At her 
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sixth confinement one delivered herself of premature living twins, one of 
which was associated with a minor degree of hydramnios. The other 
delivered herself of a living child that presented by the breech. All three 
children were alive. 

Of the three remaining cases, primigravidee at the time of the Caesarean 
section, one has delivered herself twice by natural forces of premature 
living children, eight months in each case. The other two have each had 
one confinement ; in each case I delivered the woman with forceps. 

To summarize these cases : 

At the time of the Cresarean section operation six women were primi- 
paree, two were multiparee. This is of some importance because a woman 
who has been delivered only by Cresarean section is nulliparous in regard 
to cervix and vagina, and subsequent labours will therefore be prolonged. 

In each case the operation performed was the classical Caesarean section. 

In each case the uterus was sutured with interrupted catgut. 

In three cases the puerperium was septic. 

Their obstetric histories subsequent to the Cresarean section are as 
follows : 

One has been confined twice and delivered herself of premature living 
children. One has been delivered by natural.forces of twins. The preg- 
nancy was complicated by hydramnios. One has had a full-time child 
delivered by natural forces. The presentation was a breech. One has given 
birth to a premature macerated child. Four were delivered by low forceps. 
The reason for the operation in each case was the anxiety of the operator. 

So far as it is possible to draw any conclusions from so small a number 
of cases, it may be said that these cases show that the uterine scar resulting 
from the classical Caesarean section when the uterus is sutured with catgut, 
and even when there is evidence of infection within the uterus, is stronger 
than one is led to believe in recent publications. 

Dr. DouGat (Manchester) referred to a case recently under his care 
where on opening the abdomen to perform Cresarean section for the second 
time he found a small opening in the line of the old scar about the size of 
the finger nail and through which the membranes were visible. The 
patient had just commenced in labour. Her previous operation was quite 
straightforward but she developed scarlatina during the puerperium, and 
was sent to an infectious diseases hospital. This was the only case he had 
met with in his own practice, but he had seen one or two others. As far as 
he could remember the rupture had always occurred just before or early 
in labour, and not during the second stage, when one would suppose the 
scar was subjected to the greatest strain. He thought this was an 
important point as many subsequent Cesarean operations were performed 
early in labour and yet it was most unusual to find the scar ruptured. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 

A meeting was held at Leeds on Friday, May 25th, 1923. Two new 
members were elected. 

Professor Crort (leeds) showed a specimen of Axial rotation of the 
Fallopian tube and ovary, associated with amenorrhoea. 

Mrs. H., aged 36, married, five children. Her fourth’ child was born 
eight years ago. After suckling and weaning the baby menstruation did 
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not come on— but twelve months later she had an enlarged thyroid removed. 
The amenorrhcea persisted so that she thought she was pregnant, and an 
examination by her doctor proved it was not so. After over three years’ 
amenorrhaea she had a very slight show of blood on one occasion and alter 
this pregnancy followed and continued normally, a living child being born 
in due time. The menstruation has still never appeared. For a few 
months recently she has suffered irregular intermittent attacks of labour- 
like pains-no bleeding, but lately there has been some dysuria and pain on 
defecation. On March 12th I found an irregular roundish soft swelling in 
the pouch of Douglas, the uterus being displaced forwards. Except for the 
history being too long the condition might easily have been that of tubal 
pregnancy. 

Operation. Left appendages free —normal— except for the ovary being 
small and deficient in obvious follicles. Not removed. Right adnexal 
swelling fixed down by adhesions. The tubal pedicle close to the uterus 
was acutcly twisted into a coil of several turns. The tube was greatly 
distended with dark blood and its walls were engorged and black. The 
ovary was much engorged and distended into the form of a small cyst with 
blood-stained fluid contents. The engorgement and apoplexy were evidently 
due to the torsion; there was no evidence of pregnancy. 

Remarks. (1) Extreme rotation of a tubal swelling—- probably inflam- 
matory or hydrosalpinx is very uncommon, and it is difficult to understand 
the mechanism of the rotation of such a small swelling with a relatively 
broad pedicle. 

(2) The amenorrhcea which existed from the child eight years ago is 
probably associated with the presence of the enlarged thyroid, and later 
with its absence. 

(3) The amenorrhcea was not associated with sterility, a normal preg- 
nancy and labour having occurred meanwhile. 

Mr. W. GouGu (Leeds) showed three specimens, 

1. A ruptured gravid rudimentary horn of uterus. 

2. A uterus removed by vaginal hysterectomy from a woman iet. 55 for 
severe haemorrhage. She had been curetted twice previously by different 
operators. At the hysterectomy an omental adhesion to the front of the 
uterus was found. On section after removal the omentum was found to 
pass through the wall of the uterus to reach the cavity. The uterus had 
obviously been perforated at one of the curettings, an accident which 
probably happens more commonly than is supposed and which very rarely 
causes any trouble. 

3. A uterus removed for pain and hemorrhage from a woman, ct. 4o. 

Four years previously she had myomectomy performed, the catgut 
sutures used to close the myomectomy incision in the uterine wall were still 
plainly visible. Mr. Gough suggested that some of the conservative 
operations performed are more successful as surgical triumphs than for the 
cure of the patients. General practitioners, who see the after results of 
such operations, had often expressed to him their liking for radical 
operations. 

Dr. Beit. (Bradford) thought that conservative treatment by radium 
preferable to hysterectomy in cases of climacteric haemorrhage and con- 
sidered that the removal of the uterus frequently had a detrimental mental 
effect. é 

The PRESIDENT agreed that conservatism should be practised where 
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possible and suggested that the uterus might eventually have been removed 
by a vaginal hysterectomy in preference to abdominal in view of the much 
slighter post operative disturbance. 

Mr. R. A. HenpRY showed a_ hydatidiform mole with considerable 
epithelial overgrowth, suggesting the possibility of chorionepithelioma. 

The patient was 30 years of age, had had two children, the last six years 
ago. Menstruation ceased in October 1922. Vomiting began during the 
second month and became severe. Occasional shows since December, a 
fortnight’s bleeding preceded the passage of about 2 ozs. of hydatidiform 
mole in the Rest Home on February 17th. The fundus of the uterus was 
about one inch above the umbilicus; no data as to rapidity of uterine 
enlargement were obtainable. She was transferred to the Royal Infirmary 
where, after anterior hysterotomy, the uterine contents were cleared out 
and the cavity was explored digitally. 

Sections of the mole showed an unusually active growth of both syney- 
tium and Langhans’ layer suggestive of chorionepithelioma. Since the 
abortion she has had three periods, the first two at intervals of four weeks, 
the last after two weeks’ interval —the ovaries were then slightly enlarged. 
She has now gone three weeks without bleeding and the ovarian enlarge- 
ment had disappeared on 22nd May. 

Mr. A. GouGu showed a specimen from abdominal panhysterectomy 
combined with colporrhaphy. He said that only a few months ago Mr. 
Miles Phillips read a paper before this Society in which he described the 
operation of combined colporrhaphy and vaginal hysterectomy. This is 
usually the best method of dealing with a case of prolapse along with some 
condition requiring hysterectomy : in such a case the vulval orifice is wide 
and the uterus lies at a low level; the operation described by Mr. Phillips 
is usually easily performed. On a recent occasion, however, this method 
could not be carried out. 

The patient was a woman 46 years of age. She had had a prolapse since 
her first and only confinement nine years previously. Menstruation had 
gradually become more profuse during the past few years, and latterly 
there had been some frequency of micturition. On examination, the cervix 
uteri was found protruding from the vulva, and the body of the uterus 
formed a firm globular tumour, evidently a myoma, which nearly filled the 
true pelvis. 

At the operation the patient was first placed in the lithotomy position, 
and the usual quadrilateral incision was made, including the cervix and the 
greater part of the anterior vaginal wall. This was separated until attached 
to the cervix only, and then the operation proceeded as in a vaginal 
hysterectomy. The cervix was very long and the large body of the uterus 
was reluctant to descend ; so, after spending some time in trying to remove 
it from below, he opened the abdomen and completed the removal of the 
uterus from above. This was very easy, since only the upper part of the 
broad ligaments needed to be divided. He inserted several catgut stitches, 
bringing together the para-cervical connective tissue from side to side. 
The peritgneum was sutured across the pelvic floor and the abdomen closed. 
The patient was again placed in the lithotomy position and the vaginal 
part of the operation resumed. The anterior vaginal wall was completely 
sutured, and then the usual colpoperineorrhaphy completed. There was no 
difficulty except for the double change of position, and the patient made an 
uneventful recovery. 


. 
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Mr. Minks Puitiirs (Sheffield) said that in over roo combined hysterec- 
tomies and colporrhaphies he had very rarely found it necessary to open the 
abdomen, He agreed that vaginal hysterectomy was much easier on the 
patient than the abdominal operation. 

Dr. Bent, (Bradford) thought the route of approach was largely a personal 
matter for the surgeon and he felt it difficult to ensure satisfactory condi- 
tions by the vaginal route. 

Mr. J. St. GEORGE WILSON showed a hydatidiform mole with unusual 
features. 

The patient, a iii-gravida, was 25 years old; her last child was born in 
July 1921, menses ceased on March 16th, 1922; the baby was weaned in May 
at the onset of morning sickness, which soon subsided, and her general 
condition thereafter was good. In January 1923, a month overdue, there 
were two days bleeding; on January 30th, on examination, the uterus 
corresponded to a 16 weeks’ gestation and alternately contracted and 
relaxed. On 26th February, as the uterine condition was unchanged, three 
bougies were inserted; on March 2nd the mole was expelled with few pains 
and little bleeding. 

The mole, 12X88 cms., consisted of a pyriform mass of vesicles with 
an incomplete decidual covering ; section disclosed an amniotic sac contain- 
ing a 12mm. embryo, 

Mr. OLDFIELD recalled a case of hydatidiform mole, marked by vomiting 
at two months with an apparently normal uterus, and a week later the 
uterus reached tothe ensiform; the enlargement was due to the mole and 
not to accompanying hemorrhage. Ovarian— lutein (?)—cysts were present, 
the one about the size of two fists, the other the size of one fist; both cysts 
had disappeared a few weeks after the uterus was emptied. 

Mr. W. GouGu described a case of pregnancy complicated by heart 
disease and uterine fibroid. 

Mrs. W., wt. 33, was admitted to the Hospital for Women and Children 
at Leeds on 7th February, 1923. ; 

History. She had rheumatic fever at age of 10. Since then she has had 
a cough and slight hemoptysis on exertion. Her doctor told her that her 
heart was affected. She suffers from palpitation and dyspnoea. All her 
symptoms had been greatly accentuated since an attack of influenzal 
pneumonia four years ago. Sometimes she has had swelling of the legs. 
She has been married seven years. Menstruation was regular up to rith 
November, 1922. Amenorrhcea since. She has always had dysmenorrhea. 
Three years ago she had an acute attack of left pelvic pain lasting a few 
days. She has had repeated similar attacks during the last three months. 

Present Condition._-Ieart...Apex beat external to nipple line, impulse 
bounding, presystolic thrill. Loud presystolic murmur. Slapping first 
sound, 

Abdomen.—Hard rounded swelling, the size of a large orange, above 
pubes and to left of middle line. Softer swelling to right. Per vaginam 
the right-sided swelling was made out to be the three months’ pregnant 
uterus. 

The patient was kept in bed and treated by digitalis. She did not 
improve. She suffered from dyspnoeic attacks and pain in the precardial 
region, The question of interference became urgent. The problem was 
what to do? I finally decided that hysterectomy woild be best. I operated 
on 28th February under open ether. The supravaginal hysterectomy was 
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completed in twenty minutes and she gave no cause for anxiety. She made 
an uninterrupted recovery and was discharged from hospital on the 24th 
March with her general condition much improved. 

Dr. HeLIIER (Leeds) had not seen any ill effects after operations on 
patients with heart disease when preliminary treatment had been carried 
out. It was his practice not to induce labour in cardiac cases but to allow 
the pregnancy to go to term. 

Dr. Storky (Sheffield) agreed that the type of heart disease was 
important and that mitral stenosis-cases were those which gave rise to most 
anxiety. 

Mr. OLDFIELD thought that ‘as the patient did not seem to have been 
waterlogged ’ she might have been allowed to go on to term when Cresarean 
section could have been performed if necessary. 

Mr. GouGu in reply did not think that the patient would have gone on 
to term as her condition was steadily deteriorating, and even had she gone 
to term—-patients may die in the puerperium. 

Dr. J. W. Bripk showed a neoplasm of the bladder obstructing labour. 

The patient, A. H., aged 39, was admitted to St. Mary’s Hospital on 
April 25, 1923, on account of a growth of the bladder projecting into the 
vagina. She was a multipara, having had ‘seven previous full-term 
deliveries by natural forces. 

The history of the case, which was obtained from notes at the Man- 
chester Royal Infirmary through the courtesy of Mr. John Morley, under 
whose care she was in that institution, was as follows :—She became a 
patient there in June, 1922, and Mr. Morley made a cystoscopic examination 
on 6th June and found a growth around the trigone of the bladder extend- 
ing along the anterior wall. It was operable, but the patient refused 
operation and went home. The diagnosis was carcinoma of the bladder. 

On admission to St. Mary’s Hospital on 25th April, 1923, the patient was 
S$ months’ pregnant. The urine was foul-smelling with much blood and 
pus in it. Micturition was intensely painful and there was constant pain 
in the hypogastrium. The patient was much emaciated. A hard indurated 
mass, the size of a tangerine orange and not ulcerated, was found growing 
from the bladder wall and projecting into the vagina. It was quite fixed 
to the pubic arch. 

Two days later, on 27th April, labour commenced. At 2a.m. the os 
was the size of a two shilling piece. At 1 p.m. it was fully dilated, but any 
advance of the head was found quite impossible owing to the tumour. It 
was decided that Cresarean section offered the best prospects for both 
mother and child, and delivered her of a living male child 67 Ibs. in weight. 
An extensive bladder growth was found fixed to the pubic arch and afford- 
ing an effectual obstruction to delivery per vias naturales. 

The patient died of exhaustion and cachexia on 12th May, 15 days after 
operation, and a post-mortem examination was made and the specimen 
removed. He was indebted to Dr. Horrocks for the following report. 

Specimen consists of bladder, uterus. and appendages, rectum, both 
kidneys and ureters. The bladder is largely invaded by the growth, which 
it was necessary to cut off the pubes, and the right ureter is extremely 
dilated, and the right kidney in a state of hydronephrosis and, pyonephrosis. 
The -right kidney is normal in size, but its pelvis contained pus. 

Microscopic section of the bladder growth shows advanced carcinoma of 
the bladder. 
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At Liverpool last year a case was reported where there was complete 
obstruction to delivery from very advanced carcinoma of the rectum, in 
which Cresarean section was obliged to be performed. It is interesting to 
have encountered obstruction to labour from tumours of both rectum and 
bladder necessitating Caesarean section in so short a period of time. 

Professor Crort reported the after history of a case of epithelioma of 
the vulva. ; 

A multipara, aged 38, seven children and three abortions, who consulted 
the late Mr. Wright in October 1897. A gradually increasing sore had 
existed for about 18 months. On examination a raised oval growth about 
two-thirds of an inch in its longest diameter was seen on the inner aspect 
on the right labium majus. There was no history or other evidence of 
syphilis. Mr. Wright removed the growth freely but did not remove any 
glands from the groins. The growth was examined by Mr. F. E. Taylor 
and also by the late Mr. Targett; the appearances were those of typical 
squamous epithelioma. 

A year later she had some uterine haemorrhage, probably an early 

abortion-a small polyp was removed and curetting performed. In 1902, 
five years after the operation, the inguinal glands were enlarged and the 
patient having come under Professor Croft’s care, he cleared the glands 
away. . 
The patient was not seen again until February of this year, 1923, twenty- 
six years from the primary operation. She is now 64 and came with various 
neurotic complaints including some pain in the right side of the pelvis. A 
thorough pelvic examination revealed no evidences at all of any physical 
disease and except for the scars both vulva and groins were normal. 

The facts of the case are all carefully noted in the hospital records, and 
the pathological report is as reliable as it could be. 


Mr. CARLTON OLDFIELD (Ieeds) read a paper on 
SOME CASES OF PUERPERAL GENERAL PERITONITIS. 

I was led to collect the cases of puerperal general peritonitis on which 
I had operated by a remark, made to me about a month ago by Mr. Symons, 
Surgical Clinical Assistant at Leeds General Infirmary. He stated that 
during this year he had operated upon twenty cases of perforated duodenal 
ulcers and that every patient had recovered. It is extremely unlikely that 
operations on cases of puerperal general peritonitis will ever yield such 
brilliant results, whatever treatment is applied to them, but I think my 
cases will show that the condition is by no means so hopeless as it is usually 
thought to be. 

I have been surprised in looking up references to the subject in books 
and journals by the small number of papers in the journals and the scanty 
remarks on the subject in books. For example, in the ‘‘ New System of 
Gynecology ”’ (vol. iii, p. 433), Mr. Donald only devotes eleven lines to 
acute peritonitis; on the subacute peritonitis he writes nearly a page, but 
under this heading he evidently considers localized infections only. In 
the same book (vol. 1, p. 554) the article on septic infections, which I wrote, 
contains little more than a page on puerperal peritonitis. Fairbairn’s 
Dictionary treats the subject very scantily, and de Lee in his ‘‘ Midwifery ”’ 
(p. 785) does not deal as fully with this subject as with others and seems 
to regard the condition as almost hopeless. He states that in cases operated 
upon by him only one in ten recovered. ‘ 
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In Mr. Arnold Lea’s book on Puerperal Infection the condition is treated 
extensively, but the experience of the author in the operative treatment of 
puerperal peritonitis is not stated. He quotes Lawson Tait, Bouilly, 
Jeannin, Leopold, and draws the following conclusions : “Although many 
successful cases of abdominal section for diffuse peritonitis have been 
recorded during recent years, we possess no reliable statistics upon which 
we can formulate conclusions. In the acute forms of the disease arising 
within a few days of delivery, the prospects of recovery must always be 
small. The best results have been obtained in cases in which the peritoneal 
infection has developed in the later days of the puerperium, especially if 
this be associated with localized lesions of the uterus or appendages ” 
(p. 323). 

I have not made an exhaustive search for references to the subject in 
the journals, but those I have met with are scarcely worth mentioning. 
Yates (‘f Reviews,” in Journ, Obst. and Gyn., 1912, p. 41) is opposed to 
operation, objects to Fowler’s position and advises treatment by morphia. 
Boguel (Ibid, 1912, p. 306) regards the condition as almost a hopeless one, 
the diagnosis difficult and advises intravenous injections of electrargol. 
Hartman (Ibid., 1911, p. 309) states that the prognosis depends on the 
extent of the surface involved. 

The above writers evidently take a gloomy view of the prognosis in 
puerperal general peritonitis, but my results are very encouraging. 
had twelve cases and of these seven recovered. 
and four private. 


I have 
Kight were hospital cases 
I have not included one case due to gangrenous appendix 
operated on ten days after labour, nor cases which were not operated upon, 
i.c., one which was adinitted moribund and refused operation and one case 
not recognized before death. All the cases were drained suprapubically 
except one, which was drained through the vagina only, and four or five 
were drained both suprapubically and per vaginam, Rubber drainage tubes 
of large calibre were used, one only for drainage through the posterior 
fornix and three or four for draining Douglas’ pouch, utero-vesical pouch 
and the sides of the peritoneal cavity through the suprapubic opening. 

On account of the general serious condition of the patient nitrous oxide 
and oxygen was used in most of the cases and local novocaine anzesthesia 
for the case in which vaginal drainage only was made. 

The after-treatment was that usually adopted in cases of general peri- 
tonitis, its principal features being Fowler’s position and continuous rectal 
infusion of saline or glucose solution. I did not notice any adhesions 
except in one case in which the lower end of the omentum was attached 
to the main mass of the small intestine about the level of the brim of the 
pelvis, nor did I find any localized septic focus, such as appendicitis, 
suppurating tubes or ovarian abscess, but the search for localized foci was 
of necessity short and often incomplete. 

I formed the opinion in all cases that the infection travelled from the 
uterine cavity to the peritoneum directly through the uterine wall. 

I am by no means satisfied with the results and am hopeful of better 
ones in the future. One or two of the fatal cases would have had a better 
chance of recovery if I had operated earlier, and it is probable that additional 
or different treatment might have saved some of them. 

Steward (B.M.J., April 17th, 1920) states that in his results of the treat- 
ment of general peritonitis due to general surgical lesions have greatly 
improved since he inserted three or four Carrel’s tubes in various parts of 








502 Journal of Obstetrics and Gynecology 


the abdomen and irrigated the peritoneum with saline solution by the drop 
method, and it is likely that such an additional treatment will improve the 
results of puerperal cases. An ingenious and novel form of treatment, 
which may revolutionize the treatment of all forms of general peritonitis, 
has lately been described by Costain in the Journal of Surgery, Gynecology 
and Obstetrics, March, 1923, p. 365. He performed three sets of experi- 
ments on dogs: (1) Ligation of appendix and meso-appendix, followed by 
diffuse septic peritonitis, ending in death in about two days. (2) Thoracic 
duct ligated in the neck 24 hours after the appendix had been ligated. 
Thoracic duct fistula developed and all five dogs promptly recovered. 
(3) Duct ligated and opened below the ligature. Three (? all) recovered. 
He also narrates a case of pneumococcic peritonitis in which he did 
lymphaticostomy and did not open the abdomen. The patient made a rapid 
and uninterrupted recovery. He concludes that ‘ this case demonstrates 
the following observations which featured in the experiments : (1) Elimina- 
tion of the toxic or bacterial absorption from the peritoneal cavity and the 
lumen of the bowel cuts short those symptoms which are commonly 
observed in post-operative peritonitis. (2) The wonderful ability of the 
peritoneal cavity to deal with an inflammatory process when not hampered 
by absorption. (3) Lymphaticostomy in itself is not a dangerous proce- 
dure.” 

Apart from the value of any new or accessory forms of treatment I think 
there can be no doubt that our results in this condition can be greatly 
improved, if only obstetricians can and will operate at an early stage in 
the development of peritonitis. We can scarcely hope for the same success 
as general surgeons obtain in cases of perforated duodenal ulcer, because 
our patients are often exhausted by a previous toxemia before the septic 
processes have extended to the peritoneum and also because the early 
diagnosis of the peritonitis is more often difficult. 

The question of diagnosis is more important than the method of treat- 
ment. Whilst the classical signs and symptoms of the condition are, 
generally speaking, less marked in puerperal than in ordinary surgical 
cases, I think they as a rule are definite enough to point to a diagnosis. 
I have never opened the abdomen and not found the disease when I have 
diagnosed it, but two or three times have I regretted not acting earlier on 
definite signs. 

Cases of puerperal sepsis should be carefully watched, the abdomen 
examnined frequently and the advent of abdominal pain, especially when it 
is severe and persistent, should be regarded as a very suspicious sign of 
commencing peritonitis. If vomiting also occurs, the» development of 
peritonitis is most probable even in the absence of tenderness, rigidity and 
distension, and if any serious doubt should exist in a case with -pain and 
vomiting alone, I think an exploratory incision through the abdominal 
wall, or through the posterior fornix in abortion cases and cases arising 
late in the puerperium, should at once be carried out. Although general 
peritonitis is frequently a terminal condition in puerperal infection, and it 
is hardly expected that most of the cases will recover after operation, I 
think you will agree that it is desirable that in all cases of uterine infection 
after labour or abortion a sharp look-out should be kept for the evidence 
of general peritonitis, and that the abdomen should be opened as soon as 
possible when the condition has been diagnozed. 
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Twelve cases of General Puerperal Peritonitis, 

(1) M.I. Women and Children’s Hospital, Leeds, April 2oth—23rd, 
1914. Age 31. Married. :; 

History : April rith forceps delivery. April 16th pyrexia and general 
feeling of illness. 

On admission, April 20th, patient very ill. Abdomen distended, tender, 
tympanitis. Diarrhcea and incontinence of faeces. 

Operation: April 23rd. Abdomen opened and drained, much pus 
evacuated. 

Result : Death April 23rd. 


(2) N.G. W. and C. Hospital, May 8th—19th, 1914. Age 31. Married. 

History : April 23rd premature labour (eight months). Placenta removed 
under CHCI,. A few days later rigors. May 7th much worse. May 8th 
repeated vomiting, rigor, pain in right side. 

On admission May 8th temperature 104, pulse 136. Patient very ill. 
Tenderness and rigidity in hypogastrium and in fornices. 

Operation: May 8th. Posterior colpotomy under local anzesthesia. 
Curdy cream-like material and brownish yellow sticky fluid evacuated. 
Skene’s tubes were seen to be infected. 

Pathological report on pus: Disintegrated pus. Very occasional cocci. 
Culture sterile. 

Result : Recovery. Bartholin’s abscess developed May 15th, 1914. 


(3) A. H. W. and C. Hospital, Aug. 11th—-rath, 1914. Age 23. Married. 

History : Aug. 4th forceps delivery. Torn cervix and perineum. 

On adinission, Aug, 11th, moribund. 

Operation: Aug. 11th. Abdomen opened and drained. Tube also put 
in posterior fornix. Much pus evacuated. 

Result : Death Aug. 12th. 


(4) F.G. W. and C. Hospital, Jan. 20th—Mar. treth, 1915. Age 24. 
Widow. 

History : Jan. 11th abortion induced by a bone crochet hook being 
passed into the uterus on Jan. 8th, oth and roth. Jan. .13th— 20th vomiting, 
rigors, abdominal pain and distension. 

On -admission, Jan. 2zoth, temperature 1o1, pulse 100, respiration 32. 
P.V. pelvic abscess diagnosed. 

Operation : Jan. 22nd, colpotomy. Jan. 23rd abdomen drained. 

Result : Patient made a slow but satisfactory recovery, complicated only 
by bronchitis. 


(5) L.S. W. and C, Hospital, Oct. 15th— 21st, 1916. Age 24. Married. 

History : Oct. 13th normal labeur, followed on same day by rigor and 
abdominal pain. 

On admission, Oct. 15th, abdomen distended, rigid and tender. 

Operation: Oct. 15th. Abdomen opened, much pus evacuated, large 
drainage tube put in. 

Result : Death Oct. 2tst. 

Post Mortem: Pus in abdomen. Uterus contained a mass of adherent 
placenta. Septic endometritis. Ovaries slightly red. Tubes normal. 
Marked toxic degeneration of organs. Recent miliary tuberculosis of right 
lung. Recent empyema, Pus contained diplococci and spore-bearers, 
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(6) IX. F. Leeds General Infirmary, Nov. 23rd, 1919, to Jan. 7th, 1920. 
Age 32. Married. 

History : Considerable abdominal pain during last three months of 
pregnancy. Normal labour five wecks before admission. Child healthy. 
Jochia ceased at end of 14 days and copious purulent discharge commenced. 
Nov. 21st patient became acutely ill with sudden onset of severe abdominal 
pain located at first in uppér abdomen and later in hypogastrium. The 
pain was continuous with exacerbations. No rigors. No vomiting. 

On adinission, Noy. 23rd, patient flushed and acutely ill. Temperature 
100, pulse 120, respiration 30, Respiratory embarrassment due to bronchitis. 

Operation : Nov, 23rd. Abdominal section. Appendix and tubes found 
to be secondarily inflamed from focus round the uterus and broad ligament. 
Rubber tube put into pelvis. 

Pathological report on pus from abdomen: Numerous Gram positive 
cocci, ? pneumococcus, ? streptococcus faecalis. 

Result : Slow convalescence. Recovery. 


(7) K.P. Leeds General Infirmary, Feb. 2nd--April 16th, 1921. Age 22. 
Married. 

History: No previous pregnancy. Catamenia irregular 4/21—4/42. 
Last period Nov. 25th. Patient quite well until Jan. 29th when she began 
with severe headache which nearly made her blind. Jan. 30th severe 
abdominal pain, haemorrhage p.v., which was at first slight but later 
considerable with clots. Patient was treated by her own doctor and the 
heemorrhage decreased. Feb. 2nd pain so severe that she was sent to 
hospital. 

On adinission, Feb. 2nd, temperature 103, pulse 100, respiration 32. 

Operation: Feb. 2nd. Abdominal section. Abdomen was full of thick 
pus containing many flakes and lymph. Uterus larger than normal. Tubes 
not very much inflamed. Patient too ill to allow further search for primary 
focus. Drainage tube put into pouch of Douglas. 

Pathological report on pus. Abundant streptococcus. 

Result : Satisfactory conyalesence and recovery. 


(8) H. B. Leeds General infirmary, May 16th— July 25th, 1922. Age 2 
Married. 

History: April 5th normal labour. Child healthy. April 8th pain in 
lower abdomen and vomiting, which passed off. April 17th patient got up 
and began to have pain round the hips and lower part of the back. Vomit- 
ing at intervals. Treated by own doctor but did not improve. 

On admission, May 16th, temperature 103, pulse 100, respiration 42. 
Patient very ill. Catheter specimen of urine contained considerable amount 
of blood and pus. 


q- 


First operation, May 16th: Abdomen drained under gas and oxygen. 
Temperature and pulse did not settle. May 22nd patient’s condition worse. 
Abdomen distended. Collection of pus on left side. 

Second operation, May 22nd. Abdomen drained above pubes and in left 
lumbar region under gas and oxygen. Pituitrin and eserine given four- 
hourly alternately. Urinary antiseptics. Bladder washing. June 3rd 
marked cedema of posterior vaginal wall and. severe haemorrhoids. No 
pelvic collection. Right side of abdomen prominent. Soft swelling over 
right trochanter, June 8th marked swelling on right side extending over 
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the lower ribs from anterior line to the back similar to swelling over 
trochanter, ? due to bandages and position. Swelling explored. No pus 
found. June rath swelling over ribs had diminished. Swelling over 
trochanter had increased again. Severe pain in leg. Swelling in groin. 
Urine much cleaner, but still pus. June 12th swelling in groin very hard. 

Third operation, June 16th, under ether. (1) Incision made over 
swelling in groin. Pus escaped, and cavity extended in front of hip 
joint to the outer side and behind the psoas and communicated with a 
collection in the lumbar region. ‘Two pints of pus evacuated and cavity 
sytinged through. No tube owing to proximity of vessels. (2) Incision 
made over right rectus just below umbilicus and circumscribed collection 
of jelly-like pus evacuated and the cavity closed. (3) Incision made in line 
with right Poupart’s ligament. Peritoneum pushed back and the retro- 
peritoncal abscess reached. Counter incision made in back and a commu- 
nication established and tubes inserted. 

Progress: Patient’s condition steadily improved. June 22nd several 
ounces of pus from stitched-up wound. July 7th X-ray examination of the 
urinary tract negative. July roth cystoscopy. Right ureter normal. No 
blue escaping from left ureter, but a bead of pus seen coming from it. Pus 
cells present in abundance in urine. July 25th patient discharged to be 
under care of own doctor. 

Pathological report on pus from retro-peritoneal abscess. Streptococcus 
of non-hzemolytic type. 


(9) Mrs. W. Private case. Age 30. Multipara. 

History : Nov. 28th, 1919, delivered at full term by midwife. Got up on 
1oth day, but was ailing up to Dec. 12th when she had severe abdominal 
pain and vomiting. Doctor called in for first time. Midwife had a whitlow. 

Operation, Dec. 12th, 1919. Abdomen opened. About two pints of sero- 
pus evacuated : one large rubber tube was passed into Douglas’ pouch. 

Progress : Rapid improvement. Some pyrexia and pain Dec. 20th and 
21st. Dee. 2rst collection of pus in Douglas’ pouch opened and drained p.v. 
Left nursing home Feb. 5th, 1920, well and wounds healed. 

Result : Recovery. 


(10) Mrs. B. Private case. Age 32. One child. 

History : March 1st, 1923, spontaneous abortion of three months’ preg- 
nancy. March t1oth, 1923, under anzesthesia uterus curetted by own medical 
attendant on account of continous bleeding. Bleeding ceased, but on March 
13th patient had rigor and pyrexia and was very ill. March 14th, severe 
abdominal pain and vomiting which continued to March 17th, when patient 
very ill, pulse 130, temperature 104—1065"; abdomen tender and full. 

First operation, March 17th: Posterior colpotomy under nitrous oxide. 
A little muddy fluid let out. 

Second operation, March 18th: Condition much worse. Pulse 150. 
Abdomen opened. One and a half pints of dirty blood-stained sero-pus 
evacuated. Omentum glued to mass of small intestines. Four large rubber 
tubes put in. 

Progress : Gradual but slow improvement during first four days. Tem- 
peraturesnormal on March 25th. Left nursing home on April 21st well and 
wounds healed. 

Result : Recovery. 
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(11) Mrs. ‘‘A. B.”’ Private case. Age 26. Primipara. 

History : Forceps delivery, living child. Rigor on fourth day followed 
by pyrexia, tempe1ature 101 to 103° for four days. Eighth day under ether 
uterus explored by finger and washed out. No improvement. Fourteenth 
day severe abdominal pain and vomiting. 7 

Operations : 16th day abdomen opened in patient’s home and large 
quantity of serus pus evacuated. Seventeenth day no improvement. 
Highteenth day kidney pouches drained. 

Result : Death. 


(12) Mrs. “C.D.” Private case. Age 35. Multipara. 

History : Forceps delivery, living child. On second day rigor, followed 
by high temperature and rash; scarlet fever diagnosed. Fourth day severe 
abdominal pain and vomiting. Fifth day pain continued, vomiting inces- 
sant, distension; cold and blue. 
~ Operation: Abdomen opened at patient’s house and large quantity of 
pus let out. 

Result : Death two hours later. 


SPECIMENS. 

Mr. CARLTON OLDFIELD showed an [pithelioma of the vagina. In the 
posterior fornix, as large as a shilling. In Scarborough Hospital Dr. 
Griffin examined the patient under an anesthetic and removed a piece of 
the ulcer for examination. He noticed the marked infiltration all round 
the base of the ulcer and had difficulty in picking up a piece of the ulcer 
for cutting away. Edge of cut surface cauterized. Scarborough patho- 
logical report : squamous-celled carcinoma. Patient sent to Leeds General 
Infirmary. 

Nov. 29th, 1922. Wertheim’s operation. Much infiltration of para- 
vaginal tissues on right side; two small lymphatic nodules noticed in these 
tissues. 

Pathological report : squamous-celled carcinoma: no growth in lymph 
nodules, 

Mr. OLDFIELD also showed a specimen of Chorion-epithelioma uteri, 
producing severe intraperitoneal hemorrhage but unaccompanied by 
external discharge. 

Patient aged 32; married; two children; one abortion. In September, 
1922, there was continuous metrorrhagia for three to four weeks following 
two months’ amenorrhcea. A vesicular mole was passed and patient was 
sent to the Leeds General Infirmary by her doctor. 

Examination. Large uterus with soft thin walls, irregular thickening of 
endometrium on right, fragments of which were sent for examination. 

Pathologist’s report : Largely blood clot with some degenerate chorionic 
villi. 

Readmitted March 1923, with following history. Attacks of nausea and 
unconsciousness in December and February and on day of admission. On 
admission was cold, livid and pulseless. Complained of pain in lower 
abdomen; her whole appearance suggesting severe intra-abdominal haemor- 
rhage. There was not and has not been any external bleeding. 

Operation. Uterus found to be ruptured anteriorly and posteriorly and 
bleeding furiously. Supra-vaginal hysterectomy performed. 

Pathological report: Nodule of chorionepithelioma of intermediate cell 
type. Patient made a good recovery. ; 





